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HE equipment shown above provides sterilizing facilities 

for the surgeries and the central service department. 
The installation consists of 4. 20x60’’ recessed autoclaves, a 
set of 75-gal. recessed water sterilizers, a recessed Truog 
water still with storage tank, an exposed type 22x12x10” 
instrument sterilizer. 

Scanlan-Morris Company’s engineering and_ planning 
departments freely offer to hospital executive and architect 
their fullest cooperation and assistance in the establishment 
of central service and other facilities to meet the specific 
requirements of the individual hospital. Suggested layout 
plans and recommendations covering the most suitable 


Two views of central service room selection and arrangement of equipment will be gladly 


(sterile section) at St. Joseph’s Hos- ‘ ' ate 
pital, Louisville, Kentucky, equipped submitted, without obligation. 
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}} THE gly SOAP DISPENSING SYSTEM 


MEETING ALL ASEPTIC REQUIREMENTS — 


Germa-Medica in Leveraier Dispensers provides your staff with every 
aseptic requirement demanded in the scrub up. Any other soap dispens- 
ing system that lacks any of the following safeguards defeats the purpose 
for which liquid soap and foot pedal soap dispensers are intended. 
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COMPLETE STERILIZATION 
Only Levernier Dispensers permit im- 
mediate removal of the entire soap dis- 
pensing unit for sterilization. 


NON-CLOGGING—LEAK-PROOF 
No leaky air tubes . . . no clogging in 
Levernier Dispensers. A force-pressure 
pump assures positive action. 


SEALED AGAINST BACTERIA 

Unlike air-pressure type dispensers, the 
Levernier Dispensers do not permit 
bacteria to reach the soap. 








Furnished free to 
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A BLAND AND SOOTHING SOAP 
The high olive oil content in Germa- 
Medica keeps the skin soft... prevents 
chapping and infection dangers. 


ALL IMPURITIES REMOVED 


High-pressure filtration removes all im- 
purities . . . makes Germa-Medica’s 
emulsifying lather 100% pure 
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The Broadened Concept of Hospital Functions 
Since the Year 1896 


FREDERIC A. WASHBURN, M.D. 


with which 1940 is to be contrasted because 

the former year was that of the writer’s grad- 
uation from the medical school, and approxi- 
mately the beginning of his active connection with 
hospitals. The subject is divided into the five 
parts: (1) Organization; (2) Care of Patients; 
(3) Education and Research; (4) Public Health; 
(5) National Defense. 


To year 1896 has been chosen as the date 


Organization 


Forty years ago, there were a few outstanding 
men administering hospitals: Hurd in Baltimore; 
Fisher, Lathrop, Clover in New York; Cowles, 
Rowe, Howard, Mann in Boston, and Ross in 
Buffalo were examples. 


Their problems were mainly those of upkeep 
and economical maintenance of their plants, the 
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housekeeping involved in care of patients and 
personnel, and the oversight of the school of 
nursing. The income and the disbursements were 
small in amount. The control of the interns and 
the care of records and medical library were left 
largely to the professional staff. The superinten- 
dent, as the executive officer was usually called, 
had at the most, one assistant. At the Massa- 
chusetts General Hospital in 1896, he was not 
allowed a stenographer, and wrote his letters with 
his own hand. 


Although he might be invited to meetings of 
the professional staff, he was not considered a 
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member thereof, and he was not their executive 
officer. The secretary of the professional staff 
in almost all instances sent the communications, 
recommendations, and nominations of the staff 
directly to the trustees, frequently without con- 
sultation with or knowledge of the superintendent. 
The relations between. administration and staff 
were often strained. Unity and a common aim 
were lacking. 


Again, it was often the case that the super- 
intendent was not admitted to trustees meetings. 
He must present his recommendations to them 
through committees of the trustees or the chair- 
man of the board. Asa result, they often reached 
the trustees in a form quite different from the 
original. If the superintendent put his recommen- 
dation in writing, he was not present to answer 
questions or to give the further details requested. 
These must be answered by some member of the 
board who might or might not be sufficiently post- 
ed on. the subject. In fact, the mighty members of 
the board of trustees were apt to regard their 
superintendent as their servant, and not as their 
expert advisor and executive officer. In the case 
of superintendents of marked personality and 
ability, this handicap was to a degree overcome, 
but in no instance entirely. Perhaps Dr. Hurd, 
at Johns Hopkins, came as near the modern con- 
ception as did anyone. 


Directly under the control of the superinten- 
dent, was the superintendent of nurses and train- 
ing school; the matron, under whom was house- 
keeping, kitchen, and laundry; the engineer, who 
was in charge of the power house; the mechanics; 
and the gardeners. The apothecary and store- 
keeper were also directly under the superinten- 
dent. 


The training school for nurses usually had an 
advisory committee composed of trustees, inter- 
ested ladies, and a physician or two. This was 
supposed to be a safety valve for the superinten- 
dent of nurses in case the hospital superintendent 
was too arbitrary. This committee also discussed 
and advised upon the policy of the school. 


Contrast this situation with the powerful and 
responsible position of the director of one of our 
large hospitals today. He obtains his position be- 
cause investigation by the trustees shows that he 
is an outstanding executive officer of training and 
experience. He must be an authority on managing 
the many and important functions of today’s hos- 
pitals: those outlined in the headings of this 
paper. Of course, no one man can be expert in the 
detail of all these different lines. 


The director should be the secretary of the 
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executive committee of the staff. Such a com- 
mittee is formed of the heads of certain of the 
professional departments. These chiefs are usually 
full-time, or nearly full-time men, paid by hospital 
and medical school, in hospitals fortunate enough 
to have a school alliance. They consider problems 
pertaining to the care of patients, research, and 
teaching. They nominate to the trustees for staff 
positions. When these are teaching positions also, 
they consult with the medical school before nomi- 
nating. All their communications to or from the 
trustees pass through the office of the secretary 
of the committee, who is the director of the hos- 
pital and the executive officer of the trustees. The 
development of this organization, the abandon- 
ment of promotion by seniority, and establishment 
of a. system of full-time chiefs have been great 
factors in the rapid and important advances and 
improvement in methods of care of the patients. 


This has been accomplished by the growth of 


laboratories, the special assignment of patients 
to definite members of the staff to study certain 
diseases, operations, and other methods of treat- 
ment, the establishment of residencies for further 
training of physicians after the intern period. 
The limits of this paper do not permit the enumer- 
ation even of the many advances which have come 
rapidly since hospitals were properly organized. 


The executive committee of the staff should feel 
as free to discuss the problems of administration 
as the director is to discuss those of the profes- 
sional group. The selection of the director has 
become a very important matter. His proper 
training, by apprenticeship and instruction, is 
essential. A word, by the way, as to the harm 
done by the trustees of certain hospitals who have 
practically turned over their function of choice of 
a director to members of the professional staff. 
The staff should be consulted, certainly, but the 
choice must be made by the trustees. How can a 
director carry out and enforce discipline over men 
who have chosen him for his position? It can be 
done, but it is made needlessly difficult. 


I shall not go into the detailed organization of 
the purely administrative, business maintenance 
and housekeeping side of the director’s duties. 
They are complicated, varied, and difficult. The 
subject of hospital construction alone is a life 
study, yet almost all directors are expected to 
take it in their stride. 


Without proper organization, headed by the 
right persons, little can be done. With good or- 
ganization, and the director and full-time profes- 
sional chiefs chosen for merit only, hospitals have 
made and will continue to make good progress In 
furnishing the community with the great services 
they supply for its welfare. 
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Care of Patients 


A change in the methods of the care of the sick 
and injured has taken place in this forty-five year 
period, and hospitals have been adjusted to meet 
this altered demand. With the coming of anes- 
thesia, the development of aseptic technique, the 
discovery of the x-ray, and the growth of labora- 
tories for making the many scientific examinations 
and tests which are today essential for correct 
diagnosis, hospitalization of the patient has be- 
come necessary in all cases where the diagnosis 
is doubtful or serious operation is required. In 
the 90’s, the major surgery of the poor was done 
in hospitals. When surgery was needed by people 
of moderate means, or the well-to-do, the surgeon 
went to the home. He took with him an assistant 
and a nurse. He boiled his instruments in a wash 
boiler on the kitchen stove and used the ironing 
board for an operating table. The surgeon and 
his team must be powerful physically to stand the 
strain of travel and operation, especially if it were 
necessary, as was often the case, to travel to wide- 
ly separated places in one day. The handicaps of 
such procedure became unbearable and this and 
the demands of science in the early days of this 
century, forced the provision of accommodations 
for private patients in the existing hospitals of 
the community. Fortunately, the number of 
“nursing homes,” although considerable, was not 
great enough, nor were they powerful enough, to 
prevent this development. The reverse was true 
in England. There, the nursing homes, which 
were frequently and perhaps usually in buildings 
erected for residential purposes represented in 
many instances financial commitments by the doc- 
tors. They were able to block private wards in 
many of the great hospital foundations. These 
nursing homes, in both the United States and 
England, were vastly inferior to the private wards 
of the large hospitals. They could not afford the 
laboratory facilities and particularly the services 
of the experts in charge and the technicians em- 
ployed in them. There is now general apprecia- 
tion of the very great advantage of having pro- 
vision for the care of all economic groups of the 
community: the poor, the people of moderate 
means, and the well-to-do, connected with the 
great hospitals which are centers for medical and 
hursing education, and the research into the 
causes of disease, the scientific study for diagnosis, 
and the kindly care of the patient. Here the 
patient has the best chance for correct diagnosis 
and alleviation or cure of his disease. 


In this period under review, we have seen the 
erection of great hospitals arranged for the care 
of all groups of patients. The coming of the pri- 
vate patients to the hospitals has meant much to 
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the latter, as it has brought to their doors more 
of the personal interest of those able to help finan- 
cially. The great development which has occurred 
would have been impossible without this financial 
assistance. The study of ways to help people of 
small and moderate means to pay their medical 
and hospital bills without hardship and without 
sacrifice of the caliber of service rendered has 
resulted in the widespread adoption of “hospital 
service” plans whereby this group can insure 
against hospital bills by small monthly payments. 


An important achievement has been the estab- 
lishment of the Baker Memorial Hospital, of the 
Massachusetts General Hospital, for people of 
moderate means. Here there is provision of small, 
regulated professional fees of the medical staff, 
hospitalization at cost, ample floor nursing to 
eliminate special nurse fees as far as possible, and 
other provisions for the benefit of the middle 
economic group. In fairness to the doctors, this 
service is carefully guarded so that the econom- 
ically minded rich man may not benefit at the 
physician’s expense. 


It would appear that this Boston demonstration, 
which has been so successful and well received, 
has not been copied in other sections in its entire- 
ty. All parts of the plan are needed for success. 
The tremendous growth in number of patients in 
out-patient departments, the increase in their 
complexity, and the value of the service rendered 
the patient is very impressive; we can only note 
it here. 


In many parts of the country, plans for insur- 
ance to cover the professional fees of physicians 
are beginning to take effect. The widespread ap- 
plication of such plans, soundly developed is much 
to be desired. 


Every hospital today has its medical social 
service worker. Many hospitals have large groups 


of such officers. Their function is to help the 
patients solve their medical and economic prob- 
lems by making contacts for them with hospitals, 
churches, or relief agencies as needed. These offi- 
cers advise the patients and assist them to solve 
a great variety of problems, and so contribute to 
that peace of mind so essential to cure or allevia- 
tion of disease. Organized medical social work, 
unknown in 1896 is today a powerful and expen- 
sive weapon in the hospital’s armory. 


Education and Research 


The role of the hospital in education has con- 
tinually expanded. In medical education, the hos- 
pital’s part has become quite as important as that 
of the medical school. There is one fact to bear 
in mind in the matter of this relationship of school 
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and hospital: that is that they are independent of 
each other. The medical school should not control 
the hospital; they should and can work harmoni- 
ously together. The hospital should recognize 
that the patient receives better treatment where 
medical education exists. The school shouid be 
assisted in every proper way. 


However, education is, after all, but one of the 
hospital’s several major functions. In the devel- 
opment of medical education by closer and longer 
connection of students and young graduates with 
the hospital, one should speak of the establish- 
ment of clinical clerkships and the definite assign- 
ment of students to work with patients in the 
hospital for considerable periods in their under- 
graduate career. Internships have become longer. 
Residencies have been established. These last 
were almost unknown in 1896. The growth in 
number of these residencies has been phenomenal. 


Since the establishment by the medical profes- 
sion of American Boards for certification of phy- 
sicians before they can be listed as approved in 
the different specialties, the number of residencies 
and the length of the period of training has great- 
ly increased. As these men are paid officers, the 
expense of their salaries and maintenance has be- 
come an increased financial burden. The hospital 
is well repaid by the improvement in the character 
of service to patients and the prestige acquired 
by making this important contribution toward 
educating the physicians of the country. 


There is also at the hospital, graduate teaching 
of physicians in the form of courses given by 
members of the staff, clinical meetings, and clin- 
ical-pathology conferences. 


The problems of research are closely tied with 
those of education. Many subjects can be best 
studied at the hospital where patients and mate- 
rial are near. This has resulted in a great increase 
in wards and laboratories of research into the 
causes of disease. These laboratories must be 
headed by men and women who devote full or part 
time to their jobs and technicians must be em- 
ployed. All this is very expensive. A part of 
this expense should be, and generally is, met by 
the medical school. If an occasional discovery is 
made which may save or prolong life, it is well 
worth while. The habit of study and intellectual 
curiosity is an important asset for doctor and 
hospital. 


The hospital helps to educate many groups be- 
sides physicians. The school of nursing is a most 
important part of any large hospital. It has be- 
come increasingly recognized that the student 
nurse must not be exploited to provide cheap nurs- 
ing for patients. She must be given in education 
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at least the equivalent of the value of the services 
she renders. The proportion of hours devoted to 
education is much greater than formerly. The 
course has increased in length. The tendency to 
tie our nursing schools in some way with educa- 
tional institutions has grown greatly. Certain 
colleges maintain schools of nursing, sending stu- 
dents to hospitals for their practical experience, 
Standards of admission are higher. More and 
more skilled services are assigned to nurses. All 
this again largely increases the expense for sal- 
aries and maintenance of officers and instructors 
and a larger proportion of graduate floor nurses. 


The hospital educates, or shares in the teaching 
of administrative officers, dietitians, and social 
service workers. The care of the records, the 
maintenance of libraries, medical and general, the 
modern problems of diets, occupational therapy, 
call for many officers and employees specially 
trained and skilful. The hospital, in these depart- 
ments, either directly educates, or serves as a 
laboratory to a college. 


Public Health 


In guarding the public health, emphasis is 
placed upon prevention rather than on the cure 
of disease. Many community hospitals give free 
lectures by members of the staff and other author- 
ities to which the public are invited. The follow- 
up of patients after discharge, into the home, if 
necessary, the careful instruction of patients as 
to precautions to be taken, and methods of life 
for themselves and their families, may be re- 
garded as public health measures. 


Close cooperation with state and federal health 
departments in the control of infectious disease, 
with special emphasis upon genito-infectious dis- 
ease, is of vast importance. Those governmental 
departments have also asked and have been freely 
granted by hospitals facilities for the treatment 
of crippled children, the care of premature babies, 
and the provision of typing services and serum for 
treatment of pneumonia. The cost of this is 
largely borne by state and nation. Serum inocu- 
lation and routine physical examinations of mem- 
bers of the hospital organization are important 
items in the prevention of the spread of disease. 
When it is indicated, these measures are carried 
into the community. 


National Defense 


Until World War I, civilian hospitals as such 
did not contribute directly to national defense in 
time of war. They received within their wards 
soldiers as patients. Members of hospital staffs 
as individuals served in the Army. Beginning 
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in 1916, military hospitals sponsored by civilian 
institutions were organized under the Red Cross 
and their supplies purchased by that society. 
Promptly upon the outbreak of war in April, 1917, 
the officers were commissioned, nurses and men 
were enlisted. They became a part of the Army. 
There was a peculiar advantage in this, because 
the military hospital was formed by taking per- 
sonnel from each of the many and complicated 
departments of the sponsoring institution and 
from its graduate residents, interns, and nurses. 


In this way, military hospitals started as going 
and efficient concerns, with a personnel which 
contained representatives of all the departments 
of medicine, including laboratories. Nurses were 
selected to etherize, conduct operating rooms, and 
supervise wards, noncommissioned officers, and 
other enlisted men, among whom were apothe- 
caries, storekeepers, cooks, and others specially 
trained, all accustomed to working together. A 
far different story from the hit or miss organiza- 
tion of hospitals in our country’s previous wars. 
The medical service of the American Expedition- 


ary Force was nearer ready than any other de- 
partment. These hospitals bore a tremendously 
important part in this success. We have the word 
of the chief surgeon and Surgeon General of the 
period no other than that fine soldier and gentle- 
man Major General Merritt W. Ireland, that they 
formed the back bone of the medical service with 
the American Expeditionary Forces. 


Almost all of the activities of the hospital of 
today so superficially described above are devel- 
opments of the functions of the comparatively 
simple hospital of 1896, or are entirely new con- 
ceptions of proper hospital activities which have 
been added. 


Enough has been said to show what a compli- 
cated institution the modern hospital is, and the 
corollary that its director must be a carefully 
chosen man of executive ability, and varied train- 
ing. He must be just, unselfish, a good discipli- 
narian and humane. The opportunity for proper 
education of such men is essential. I believe the 
College of Hospital Administrators is giving im- 
portant aid. 





t New Englarid“institute for Hosprtal Administrators--- 


FIRST NEW ENGLAND INSTITUTE FOR HOSPITAL ADMINISTRATORS 
held in an amphitheatre of Harvard Medical School 
Boston, Massachusetts, September 2-14, 1940 
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An Amendment to the Conscription Act Affecting 
Hospital Interns and Residents 


The effect of a Conscription Act upon graduates of medicine serving their internships and residencies 
in hospitals and which, under the existing law, would subject them to draft and call into the service, 
has been a matter of growing concern to both interns and hospitals for the past several months. 

In order to prepare medical graduates for the best service in the Medical Corps of the United 
States Army and Navy, it is imperative that these young men should enter the service and serve in the 
capacity for which they are best fitted. The internship in the hospital has long been recognized as 
an essential part of the training for newly commissioned officers in the Medical Corps of the United 
States Army and Navy, and the Surgeons General are convinced that the newly commissioned medical 
officers will be better equipped for service in the Medical Corps after their internships, and probably 
their residencies, were completed. 

Senator James E. Murray of Montana, on October 3, introduced Bill S. 4896, an amendment to the 
Selective Training and Service Act of 1940, and Representative John McCormack introduced a simi- 
lar bill to the House of Representatives, copy quoted below. 

The Board of Trustees of the American Hospital Association, in session October 21, 1940, in Chicago, 
formally endorsed the proposed amendment; the language of this amendment closely conforms to the 
wishes which the hospitals as well as the interns have expressed, and with the adoption of the amend- 
ment a satisfactory solution to internships and residencies in our institutions will be arrived at. 

This amendment should receive the support of our institutions as well as the interns and residents 
serving them. : 


S. 4396 — In the Senate of the United States 


October 3 (legislative day, September 18), 1940 


Senator James E. Murray introduced the following bill in the Seventy-sixth Congress, Third Session, 
which was read twice and referred to the Committee on Military Affairs 
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A Bill to Amend the Selective Training and 
Service Act of 1940 


Be it enacted by the Senate and House of 
Representatives of the United States of 
America in Congress assembled, That section 
4 of the Selective Training and Service Act 
of 1940 is hereby amended by adding at the 
end thereof the following new subsection: 


“(c) Any man selected for training and 
service under this Act (1) who has been 
awarded a degree of doctor of medicine or 
doctor of dental surgery by a recognized med- 
ical or dental school, (2) who holds a valid 
license to practice medicine, surgery, or den- 
tistry in any State, Territory, or possession 
of the United States, or the District of Co- 
lumbia, and is engaged in such practice at the 
time of his selection, and (8) whose physical 
and mental fitness for such training and ser- 
vice has been satisfactorily determined, shall, 
in lieu of induction into the land or naval 
forces of the United States for such training 


and service, be commissioned as an officer in 
the Medical Department Reserve, Officers’ 
Reserve Corps, and ordered into the active 
military service of the United States as pro- 
vided in the joint resolution approved August 
27, 1940” 


SEC. 2. Subsection (d) of section 5 of such 
Act is hereby amended by adding at the end 
thereof the following new sentences: “Medi- 
cal and dental students at recognized medical 
and dental schools, and interns and resident 
physicians, surgeons, and dentists at recog- 
nized hospitals, shall be exempt from train- 
ing and service (but not from registration) 
under this Act. Notwithstanding any other 
provision, of law, any such medical or dental 
student, intern, or resident physician, sur- 
geon, or dentist who is a member of a reserve 
component of the land or naval forces of the 
United States shall not be ordered or called 
to active duty or into active service in any of 
such forces without his consent, except in. 
time of war.” 
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Medical Social Service—Where Does It Begin? 
Where Does It End? 


IDA M. CANNON 


two distinct services for their professions 

within the hospital personnel, one in direct 
care of patients, and the other in hospital admin- 
istration. We may well hope that there may de- 
velop for medical social workers such well under- 
stood distinction in function as we see in those 
two associated professions as they choose one or 
the other field of usefulness according to special 
gifts and interests. No one questions the pri- 
mary functions of doctor and nurse in the tech- 
nical, professional care of the sick. But hospital 
administration. as it has developed with its heavy 
responsibilities has drawn doctors and nurses 
away from the performance of their primary 
function into administrative positions which make 
use of their knowledge while calling forth special 
capacities for carrying executive and leadership 
responsibilities. Yet there is no confusion in our 
minds as to these two different functions. The 
American Hospital Association better than any 
other group will understand this distinction in 
types of service for doctors and nurses. 


D OCTORS and nurses have well established 


Our Statement of Standards 


In. our statement of standards as formulated 
by the American Association of Medical Social 
Workers and accepted by the American Hospital 
Associations and the American College of Sur- 
geons, we declare social-case work associated with 
clinical medicine as our primary function. We 
also recognize the contribution of social service 
to hospital and clinic administration. I will en- 
deavor to present the subject of social service in 
the medical care of the patient. May I assume 
that there is general understanding of what med- 
ical social case work is? The function of the 
social case worker has been presented so often, 
T hope that I may properly pass on to some spe- 
cial aspects of this subject which I believe will be 
profitable for discussion. 
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The Hospital—A Place for Skilled Care 
of the Sick 


For this purpose, it may clarify our thinking 
if we try to analyze why it came about that social 
service has become an accepted part of clinical 
medicine. Let us reduce the hospital to its sim- 
plest terms as a place for skilled care of the sick 
patient. The personnel reduced to the minimum 
is a patient and a doctor, and possibly a nurse. 
They are the irreducible minimum. All the elab- 
oration of our modern hospital, with the various 
professional groups, facilities, and administration, 
has come to make it possible for the doctor to care 
adequately for the patient. This fact profoundly 
effects organization and policy. The elaboration 
of the traditional doctor into the multiple special- 
ists is an expression of the richness that science 
and expanding medical knowledge have contrib- 
uted to the care of the sick. Through both the 
doctor and nurse elaborate and skillful techniques 
are at the service of the sick human. creature re- 
gardless of his social status, his race, color, or 
whether he is a useful member of society or of 
the dregs. I assume that one of the essential 
duties of a director of a hospital is to see that 
there is no failure to give quality of medical and 
nursing care to each patient without discrimina- 
tion. It is this characteristic of the medical and 
nursing professions at their best that has won 
for them recognition by the layman as being on 
a little higher plane than the average of the hu- 
man species. 


Values That Come Close to Our Experience 


It is well to stop for a moment to consider why 
we reverence this devoted effort to save human 
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life. It is, I presume, fundamentally, because we 
all recognize and revere the mystery of life itself. 
May I suggest that there are also values that come 
very close to’ everyone’s human experience that 
give us inspiration to preserve life. These values 


I see in the accepted but not often analyzed needs, 


desires, and satisfactions that are common to us 
all as human creatures in our social setting. 


The physician has his concept of the normal 
body when he treats the sick body. So the social 
worker recognizes the patient as a normal social 
being with many human needs satisfied through 
social relationships and gratified normal desires 
and satisfactions familiar and common to us all. 
We take these so much for granted that we do 
not often name them. We all want health al- 
though we may not place it first. We want inti- 
mate human association, affection, and friend- 
ships in family and with associates. We want 
rewarding work, rewarding not only economically 
but in the satisfactions we get in the use of our 
special capacities. We want refreshing recrea- 
tion and opportunity for some creative expression. 
We deeply require some source of spiritual nour- 
ishment. These are all common human needs. 
And the patient, in whatever economic status, 
enters our hospital to find that sickness not only 
strikes at the first of these, health, but disturbs 
other of these satisfactions, often all of them. 
Family life is disturbed, work must be given up, 
education interfered with, cherished plans frus- 
trated. The focus of attention is on one’s body 
functioning which had scarcely been in conscious- 
ness in health. Pain and fear, feelings of in- 
adequacy, create the atmosphere in which the 
patient lives. Spiritual reservoirs may be 
severely drained. 


Helping the Physician Fulfill His Clinical 
Responsibility 


We can be very sure that when Dr. Cabot called 
the social worker to his aid in fulfilling his clinical 
responsibility, he was conscious that his duty 
went beyond the saving of human life for its own 
sake, to saving life for some purpose, of safe- 
guarding the human relationships precious to that 
individual patient. He also saw that the usual 
way of life of his patient, with the strains and 
stresses of his work, over-crowding in unsani- 
tary homes and workshops or with exposure to 
the uncared for tuberculous patient, had intimate 
bearing on his disease and its successful treat- 
ment. He wanted facts about these phases of 
the patient’s life. 


Dr. Cabot saw that these patients who passed 
through his clinic or spent a brief period under 
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his care in the ward were the same people w io 
were of concern to the social agencies servi ig 
families in distress. These agencies were cal'ad 
to serve because of death or sickness of the we ze 
earner, children crippled by disease or inju:y, 
deprived of the privilege of education or any 
happy outlets for their remaining capacities. Jr. 
Cabot saw the logic of these two humanitarian 
forces, one for cure of the body, the other for 
helping those socially in distress, combining their 
efforts to work together for a more thorough 
treatment of the person who is the patient. 


Through the years since Dr. Cabot first 
preached his gospel, we have seen the soundness 
and obvious good sense of his teachings find ex- 
pression. in social service as an integral part of 
clinical medicine. He maintained that through 
social service there was in a sense a restoration 
to. medicine, absorbed in technical elaboration, 
of that personal service of the true physcian to 
his patient, his concern about the meaning of the 
patient’s disease, not only to the patient himself, 
but to his family and associates. The social work- 
er became his assistant in service to the patient. 
And like all other developments in hospital serv- 
ice, this social aspect of the patient’s care was 
brought into focus and aided by those who had 
special knowledge and skills. These medical so- 
cial workers were especially trained to individ- 
ualize the patient, to see his particular setting, 
to think of him as unique in spite of our great 
common experiences. Only by such individualiza- 


‘tion could medical care for the patient become 


adequate. They knew the community and its 
resources and how best to make use of them in 
specific instances. 


How the Function of the Social Case Worker 
Has Developed 


The function of the social case worker in medi- 
cine has developed through the disciplines of the 
growing profession of social work and the ex- 
perience of applying its ‘skills under the great 
privilege of close cooperation with the scientifi- 
cally trained and disciplined medical men with 
whom this service has been so intimately inte- 
grated. 


May I suggest that “What is Social Service? 
Where Does It Begin.? Where Does It End?” can 
be expressed more briefly in. the words scope of 
social service. What is the scope of social service 
in the area of clinical medicine, is the subject ! 
choose to deal with. Scope implies some freedom 
of action but no less it implies limitations. I wish 
to deal with both of these. 
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The Scope of Social Service 


Social service was originally designed to help 
a physician in clinical service for patients in low 
economic conditions. We have long since seen that 
all along the economic scale, social problems arise 
when sickness comes. Many hospitals now expect 
social service to be available to semi-private and 
private patients as well as those in free clinics. 
It is a common experience for medical social work- 
ers to be consulted by staff physicians concern- 
ing problems with patients in their private prac- 
tice. Thus the scope of social service is extended. 
Infantile paralysis, heart disease, illegitimacy, 
functional disease in those who have meagre in- 
terests and lone old age coupled with sickness are 
found in all economic groups. 


If we hold to our principle that social service 
is a logical part of organized medicine, it is logi- 
cal also that the medical social worker should 
be available wherever the physician in organized 
medicine finds need of her services to fullfill his 
responsibility in care of his patient. 


Let us preceed to give some attention to the 
scope of this case work service in terms of the 
limitation or demarcation of its area. I see those 
boundaries as having relationships that border 
upon the functions and responsibilities of others 
with whom we are related in. the medical institu- 
tion. It is to these various relationships I wish 
to draw your attention. 


The Social Worker’s Philosophy 


The first relationship that must be considered 
is that with the patient. Here we recognize a 
basic principle of social case work. Patients are 
seldom helpless in our hands as they are, in the 
course of serious illness, while in the care of doc- 
tors and nurses. We are usually concerned with 
the patient who anticipates leaving the hospital 
on the road to recovery or to some other envir- 
onment where he is not in so dire physical need 
or is free to participate in the plan for his care. 
It fits into the social worker’s philosophy that 
we should encourage the patient to make his own. 
decisions. His decision even to refuse to accept 
the wise counsel of the doctor must be respected. 
But we are concerned that he should not make 
that decision in ignorance and we strive to under- 
stand his various resistances to sound advice so 
that we can, present the facts in such terms as he 
can understand. The patient may reject medical 
and nursing care but in his physical need he usu- 
ally is more docile. As he begins to assert himself 
a a social being, in his more normal state he 
feels more competent to decide for himself. It 
is not unique experience to find so-called ignorant 
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people taking into account, in their decisions, 
some of the values in life deeper than those of 
_good hygiene. 


The Patients’ Limitations 


In the second relationship, we see boundaries 
in the fact that we are accepted as a part of a 
hospital organization. We are not independent so- 
cial agencies as family welfare or children’s so- 
cieties are. We accept the principle that since 
we are medical social workers attached to hospi- 
tals or clinics that are established for care of the 
sick and restoration to health of patients, our per- 
sonal service to patients should be to fullfill the 
purpose of making secure the medical care. We 
here are thrown back to our accepted principle 
that social difficulties are intimately related to 
sickness. 


We can sometimes see clearly the cause and 
affect relationship of bodily disease and social 
problems. In recent years this has been dramati- 
cally seen in many cases in our gastro-intestinal 
clinics where anxieties, unemployment, frustra- 
tions have taken their toll. All the elaborate, ex- 
quisite technique of medical care of these patients 
is wasted if no attention is given to the pyscho- 
logical and social situation. To relieve unemploy- 
ment is not always possible as we all well know. 
The limit of service may be to help the patient to 
accept without distress the aid that is the only 
practical palliative for his social ill. 


We cannot pursue this important aspect of the 
subject further, but we can commit ourselves to 
intelligent, discriminating cooperation with social 
agencies and to recognition of situations that are 
beyond our capacity to help. We should not, how- 
ever, accept too readily the limitations of patients 
for self-help. But where limitations are facts 
to be met we must try to help the patient to see 
that there is still some freedom within his limi- 
tations. It is here that much of our most skillful 
work can be done. 


The relationship with social agencies in the 
community and our limitations for lack of suit- 
able resources should be recognized as limiting 
our scope, but this is too big a subject to tackle 
here. But we can at least join with those who 
would create more adequacy of resources. 


Relation of Social Service to the Professional 
Groups in the Hospital 
I come now to the scope of our service as it is 
related to the other professional groups in the 


hospital, the doctor, nurse, administrative officer, 
and such colleagues as the dietitian, occupational 
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therapist and patient’s librarian. All these have 
direct relationship to the patient and so have need 
to understand something of the individual pa- 
tient, his personality, and the worries with which 
he is preoccupied. In the best teaching of all these 
groups some attention is given to aspects of the 
patient’s personal problems that are common in- 
terest with medical social workers. 


In the years during which we social workers 
were finding our place in the highly organized 
medical institution and as we sought to define our 
function, those definitions may have seemed to 
stake claims on our part to the whole of the so- 
cial aspects of the hospital service. If that was 
the state of our thinking then, I am sure that 
this is not the present point of view. Medical so- 
cial workers have welcomed requests from the 
training schools for nurses, from teachers of med- 
ical students and dietitians to share in the educa- 
tional program for these various professional 
groups. Joint planning on. the part of social work- 
ers and those responsible for teaching of these 
groups is resulting in a selection of some of the 
subject matter of medical social work designed to 
interpret the social implications of sickness and 
social conditions in our communities that bear on 
family life. 


The Common Interests of Social Worker and 
Hospital Administrators 


Our relationship with hospital administrators 
has developed also in many hospitals into recogni- 
tion of many common interests. Increase in social 
legislation which relates to the care of the sick 
and the participation of many hospitals in the 
community federations and councils of social 
agencies and hospital councils have created an ap- 
preciation by hospital administrators of areas of 
special knowledge familiar to social workers. 


The logic of these social trends in medicine, 
nursing, and hospital administration leads to re- 
thinking of the scope of function of all the pro- 
fessional groups concerned, as well as the medical 
institution. As I see it there is no need for us to 
expect that the doctor, nurse, and hospital admin- 
istrator will take over the special functions of the 
medical social worker, although they may well 
do some of the things social workers now do. It 
is rather that with a broader understanding of 
the non-medical aspects of the patient’s problems 
they can make more discriminating use of the so- 
cial worker. Patients well instructed by a nurse 
or doctor with some imagination about the limited 
capacity of the patient to comprehend the instruc- 
tions needed, may find it possible to carry out 
their part in treatment plans. If ignorance is 
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met with instruction and there are then dis- 
closed obstacles he cannot overcome, social service 
may be called in. Patients who wish to leave the 
hospital against advice may change their minds 
if a doctor or administrator speaks with authority 
and understanding in explanation of the signi- 
ficance of neglect of necessary medical care, and 
asks the patient to talk to the social worker about 
the crisis in the family affairs that has upset him. 


Social service cannot justly, and I believe does 
not, claim full responsibility for thinking of the 
patient as a person with personal and social dif- 
ficulties. Everyone who has personal contact with 
the patient should accept the principle that social 
difficulties cannot be separated from disease, if 
we are to understand and treat a patient ade- 
quately. It is our experience that where there 
is the truest appreciation of the patient’s social 
difficulties on the part of the related professions, 
there follows the most discriminating use of the 
skilled social worker. And, further, there is pro- 
portionate dissatisfaction with those inadequately 
prepared for this social service. It is obvious that 
scope of function of the individual medical social 
worker is determined in part by her training, ex- 
perience, insight and resourcefulness. 


Medical social service arose out of the desire 
of a skillful physician to have the patient’s social 
problems also dealt with skillfully. It has been 
clearly demonstrated that the highest quality of 
medical social case work is possible only when the 
worker is well prepared for her professional con- 
tribution to the care of patients and when the or- 
ganization of the social service department makes 
it possible for her to serve with reasonable free- 
dom and in close cooperation with clinical medi- 
cine. Such cooperation is possible only when the 
clinician desires her assistance and when. she is 
free from pressure of miscellaneous tasks that di- 
vert her from giving a high quality of social 
case work service commensurate with the quality 
of the clinical service. Further a successful med- 
ical social case worker must enjoy the give and 
take, the discipline of group functioning. 


At its best, professional service in organized 
medicine is a stimulating, an inspiring adventure 
in democratic living. And we Americans have 
need to practice democracy in as many as possi- 
ble of our human relationships. Skill on the part 
of each profession, respect for the various skills 
and ideals on the part of each profession for the 
other, a disciplined freedom for each without 
dominance by anyone, yet with leadership from 
the clinician creates an atmosphere in which the 
very complex organization of the modern hospital 
can function harmoniously for the patient’s good. 
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Volunteer Service for Women in Hospitals Today 


MRS. FRANK A. VANDERLIP 


in this category all men and women who give 

their time, thought, and effort to hospitals with- 
out financial compensation, either because they 
love their neighbor and wish to serve him or are 
appreciative of the social values of the hospital 
in the community. I include trustees and mem- 
bers of committees as well as the trained or un- 
trained volunteers who supplement professional 
services in various departments in the hospital. 


|: defining volunteer hospital service—I include 


Their number is large and I believe more 
should be enlisted. Their beginnings are honor- 
able as I do not need to remind you. Included, too, 
if I am not making my category too inclusive, 
should be the legion of doctors who give their serv- 
ices in the hospitals without compensation, both 
as physicians and as teachers. The underlying mo- 
tive of their service as of yours is undoubtedly 
the charitable one even though they receive 
in return, especially in their younger days, the 
opportunity to develope skill and acquire wisdom. 
The great contribution of free medical care given 
by the doctors should not be overlooked when one 
is adding up the sum of voluntary service and no 
one appreciates this fact more than you who know 
the hospitals from the service elevator to the posy 
by the patient’s bed. And, in passing, we should 
congratulate ourselves on the fact that in this 
country we still can consider the hospitals as one 
of the examples of free enterprise—still the rule 
in our republic. Our tax-supported hospitals 
equally are the undertaking of free men. 


In these days when we are evaluating our way 
of life as compared to those developing under dic- 
tatorships, we are all becoming conscious more 
and more of the great part the individual initia- 
tive of many people has played in founding great 


charitable institutions as well as splendid indus- 
tries. 


Volunteers bring to the service of the hosptials 
a variety of talents and gifts as well as financial 
Support. The imagination, initiative, and busi- 
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ness acumen contributed to our hospitals cannot 
be calculated. I am thinking of those like David 
McAlpin Pyle for instance, who conceived and de- 
veloped the plan for voluntary hospital insurance. 


As you see, my conception of volunteer service 
does not lend itself to formulated statements con- 
cerning the purposes and organization of lay 
committees. 


These formulated statements are needed, how- 
ever, for only when facts are known and system- 
atized can they be useful. Your group of hos- 
pital executives is the logical one to make avail- 
able to the layman plans for the greater useful- 
ness of volunteers in hospitals. 


Purposes for Volunteer Service May Be Similar 
But Functions Will Vary 


No committees nor volunteer service groups 
function according to any general plan, because 
the hospitals, as well as the committees, vary and 
have come into being in a variety of ways. Al- 
though our committees have a similar purpose, 
their functions vary. But since the early days, 
when through the pioneering farseeing, courage- 
ous men and women, whose great faith and desire 
to aid the indigent sick led them to found our early 
institutions, there has been an ever-increasing 
group of energetic women who carry on in the 
spirit of these pioneers and who have continued 
helping our hospitals by promoting their growth 
and quality of service. 


Each one of you knows the names of those con- 
nected with the founding of your own institution 
as well as the historically famous Linda Richards, 
Dorothea Dix, and Clara Barton, whom we all 
revere. 





But it is the part played by the lay women vol- 
unteers connected with hospitals today that I 
wish to speak with the hope that from our con- 
ference new plans will spring to develope this old 
ideal. 


There is no necessity for reviewing the history 
of hospitals for this group. It should be remem- 
bered, however, that hospitals in the beginning 
were little more than. alms-houses and the work 
was entirely charitable. Lay women actively 
participated in the work. With the great increase 
in scientific knowledge of the treatment of disease, 
the founding of the nursing schools and the ad- 
vent of medical social work it has become in- 
creasingly necessary to employ personnel trained 
in a variety of techniques. The charity worker 
relinquished many of her functions to the pro- 
fessional workers, but with the growth of hos- 
pitals and the multiplicity of tasks within the hos- 
pitals, the opportunities for lay service have 
increased rather than diminished. 


Women Have Had a Major Part in Hospital Work 
—But Received Little Credit for It 


There is a custom in New York which seems 
strange to me, and I do not know whether it is 
the general rule or not, that is, for men to be 
predominent on boards of trustees. In New York 
there are very few women trustees and I won- 
der if that is true everywhere. On the board of 
the New York Infirmary for Women & Children 
we have 40 women and 6 men but it is one of the 
five hospitals in. the country entirely staffed by 
women. Far be it from me to complain that men 
will take theresponsibility—when they do—but the 
women, historically and at present, I believe, have 
had a major part in hospital work and little credit 
for it. Ladies aid and auxiliary committees con- 
tribute enormously to the financial and volunteer 
assistance of hospitals. and yet few women are 
accorded the honor of trusteeship. It seems to 
me ridiculous for the president of one of these 
great auxiliary groups to be invited to board meet- 
ings without a vote. 


Few hospitals have enough money from endow- 
ments for their budgets and the women’s commit- 
tees do valiant service in raising money either 
for specific needs or for general purposes. 
Through their money-raising activities these 
groups also keep the work of the hospitals before 
the public so that these committees have the dual 
capacity, of raising money and of interpreting the 
hospital to the community. 


The public must constantly be re-educated to 
give and this public relations function of the 
women’s groups too often is overlooked. 


24 


Supplementing Professional Care 


As you know far better than I do, women vol- 
unteers serve the hospitals in various practical 
ways—supplementing the professional care. And 
how they like it! They are acceptable receptionists. 
Libraries for patients and employees are organ- 
ized and bedside book lending service provided by 
volunteers. In New York, several times a week, 
the Junior League gives a course for hospital 
library workers. They learn to catalogue and 
rebind books and distribute them to patients 
intelligently and tactfully. Occupational therapy 
is another activity trained volunteers can do well. 


The Red Cross gives excellent training for 
nurses aides and clinic workers and these volun- 
teers must work 96 hours in a hospital before re- 
ceiving their certificate. Training in itself de- 
velopes in the volunteer a sense of responsibility 
as well as pride in skillful work. 


Untrained volunteers, who are responsive to 
suggestion, are often invaluable. Temperament 
usually decides whether volunteers prefer to work 
with patients in the wards or clinics or prefer to 
assist in more impersonal tasks. 


The old-fashioned hospital service of making of 
uniforms and clothing for the patients and surgi- 
cal dressings contributes greatly to interest in 
many hospitals. Everyone loves to feel herself 
useful and to be part of a common cause. Even if 
these activities do not reduce costs greatly, it is 
valuable to have as many interested workers as 
possible—each doing what she is fitted for. Busi- 
ness enterprises such as thrift shops and gift 
shops or periodic sales of committee-made articles 
engage the interest of another type of worker. 


I know one woman who earns $3000 a year for 
a children’s ward by making, herself, original, 
delightful and numerous “fancy” articles which 
she sells, at high prices throughout the year to 
her friends from her perfectly equipped work- 
room and at an annual public sale. Another group 
I happen to know in a middle-sized city also makes 
and sells gifts or useful articles. 


Many women. who are essentially home-bodies 
have a secret desire to be in business and can have 
their fling in this part-time amateur way. 


Special Advisory Committees 


In addition to these specific tasks with the in- 
creasing complexity of administration, it is im- 
possible for the trustees to give unlimited time 
to each department of the hospitals and its prob- 
lems. Special advisory committees have there- 
fore been created, and it is as a member of one 
of these committees that many women give valu- 


HOSPITALS 





-& te DD = KF St = | AOR Oe mm 


able service. The social service committee is the 
most important example. 


Social Service Committee 


Charity, as we women used to know it in the 
early days, gave lay women active participation 
in direct relation to the patient. In time the need 
for trained people to carry on. charitable work as 
a directed treatment program was recognized, 
and in response to this development the trained 
nurse and social worker came into being and the 
volunteer charity worker relinquished some of her 
functions to these professional workers. Different 
responsibilities were turned over to the lay wom- 
an, although the goal remained the same. From 
the beginning in the development of social service 
departments lay women can be credited with giv- 
ing real leadership and support, in some places 
through women’s committees, in other hospitals 
by helpful cooperation on committees of women 
and men. 


Almost all social service committees go far be- 
yond being simply advisory. As I know them, 
they really manage the social service department 
of the hospital. They raise money, and as volun- 
teers, undertake any work they are capable of to 
make the functioning of the department as help- 
ful to the patient as possible. Committees such 
as this are an integral part of the whole hospital 
scheme. 


The valuable contributions that members of a 
committee like this can make does not depend 
upon the financial support which they may be able 
to provide, nor on the social prestige which their 
names may lend to the hospital, but rather on the 
kind of experience and constructive intelligence 
they bring into their committee activity. Of 
course, the intimate knowledge they acquire of 
what constitutes acceptable medical care and so- 
cial service gives them the ability to interpret 
these standards and services to members of the 
community who are asked to share in the cost 
of maintenance of an institution as well as to 
benefit themselves by its services. 


Volunteer Workers Occupy a Strategic Position 
in the Community 


Volunteer workers can state the case for the 
hospital a~ lay observers, presumably objective 
in point of view, as no member of the professional 
group could do. The public will accept and trust 
the interpretation of the hospital service set forth 
by dependable intelligent women who are giving 
their own personal active contribution. This 
places serious responsibilitiy on the committee to 
be sure that its members know and understand 
the facts, and for this the wholehearted cooper- 
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ation of the professional group is essential. Only 
through them can the committee members learn 
at first hand exactly what is going on. 


Ideal Volunteers Are Hard to Find 


The first and most important step in developing 
a women’s auxiliary is to enlist women who have 
a definite and genuine interest in making their. 
contributions of time, energy and individual abil- 
ity. A definite program of education is the sec- 
ond, and full understanding and cooperation be- 
tween the lay and professional groups is the essen- 
tial final factor. Each group has vital contribu- 
tions to make to one another and together, and 
only through a closely related joint partnership 
in such a program can effective results be ob- 
tained. 


It may be that in some instances the nurses, 
social workers, and other professional women fear 
the active participation of volunteer laywomen 
lest they take away their jobs—this is a false ap- 
prehension. The professional should realize these 
lay volunteers come to serve, to give—to comple- 
ment their work. They are a vitally alive, inter- 
ested and intelligent group, and the professionals 
can enrich the whole hospital routine by encour- 
aging, directing, and developing the abilities of 
the volunteers. Only they can. provide a program 
which will offer varied stimulation and activity 
so that each volunteer worker can participate in 
that spot where lies her interest, and where in 
terms of her background and abilities she is 
best suited to make her contribution. 


A great need in hospitals today, I feel, is that 
there should be a better understanding of the 
place of volunteers in the hospital program, the 
constructive use of her services, and the respon- 
sibility for her hospital education. I hope you all 
think of volunteer service as a supplementary pro- 
fession—not as a casual adjunct, or a necessary 
evil. 


A laywoman or volunteer worker, if the right 
sort, can be as dependable as a profesional work- 
er. The volunteers who has a serious attitude to- 
wards the job she is undertaking is profesional 
in spirit. 

Special Training Needed 


The group representing the directors and man- 
agement of hospitals, are the ones best able to de- 
velop a plan for lay participation and volunteer 
service. You can best help lay out the educa- 
tional program of your hospital services while 
the hospital councils can add to the educational 
program work of community agencies and their 
relationships. When board members and other 
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volunteers can see the whole community picture 
and the part played in it by their own hospital, 
they can surely help find ways for more effeetive 
community service. The more closely bound in- 
to the hosptal plan, the more intelligent and use- 
ful they can, be. 


I assume we all agree, but I cannot emphasize 
enough the importance of having the professional 
group aware of the needs of special training for 
their service volunteers and lay committee women. 


The following are a few of the practical ways 
to apply what I mean: 


1 Use your imagination to make more use- 
ful and effective your board and committee mem- 
bers and make constructive and increasing use 
of the volunteer workers in as many ways as 
possible throughout your whole hospital plan, and 
organize opportunities for the hospital educa- 
tion of all the laywomen. 


2 Make a survey of the present functions of 
your committees and of the hosptial in order to 
find definite jobs and a variety of them where the 
service volunteer can really work. Give them 
plenty of hard work to challenge their full abili- 
ties and training. Such work has to be planned 
well ahead. 


3 Establish a placement bureau and if possible 
adequate quarters for volunteers to assemble and 
to use as their headquarters. Recognize long 
service with chevrons placed on uniforms each 
year at a festal occasion. 


The Volunteer Serves in Various Capacities—All 
Worthy of Respect 


The volunteer serves as a board member, di- 
rectly responsible for the administration of the 
hospital program and shares responsibility for 
deciding the hospital’s policies. 


She serves on advisory committees, and thus 
helps in interpreting the hospital service to the 
community so that the hospital will be fully used 
and adequately supported. 


Other volunteer workers may give actual hours 
of service in specific jobs. This group supple- 
ments the professional staff and assists in further 
extending the Hospital program. This gives the 
worker first hand knowledge of the hospital work 
and she has through this a unique opportunity to 
learn and observe while doing. 


Professional Worker and Layman Have Definite 
Responsibilities for Success of the Work 


The layman and the professional worker need 
to work together on the development of each ac- 
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tivity and should have certain definite responsi- 
bilities for the working success of the plan. 


First of all, the professional worker should be 
definitely convinced of the value of the layman 
and be willing and able to give time to working 
with the volunteers. Of course, this will take 
time and effort, and good will. It is much easier to 
do the job yourself than to train a helper! It is 
time well spent that will repay the hospital a hun- 
dred-fold, if the professional is really convinced 
of the value of the volunteer’s work. Next, the 
professional worker should give the volunteer 
something really worthy of her ability and train- 
ing and give her a definite niche in the scheme 
of things. Even making surgical dressings can be 
made interesting if the importance of the job as a 
part of a great undertaking is recognized. 


The professional should keep the layworker 
closely in touch with. the program in order to 
educate her. Much has been said about the medi- 
cal and hospital language. I think the interested 
volunteer can become familiar with these terms, 
but too often the staff and professional workers 
forget that the layman is not living with the pro- 
gram constantly and that full explanation is often 
necessary. There is a sort of snobbery in every 
profession based on technical language. 


Reports at board and committee meetings 
should bring the work vividly before these vol- 
unteers. 


The volunteer should know the ethical stand- 
ards of the hospital. Too frequently the criti- 
cisms I hear about volunteers talking too much 
about the work, etc., are due to the fact that no 
time has been given to explain to them the policies 
of the hospital and their responsibilities to it. 
Some hospitals have a Manual for Volunteers 
which sets forth essential rules. I hope the Amer- 
ican Hospital Association will formulate a uni- 
form one for all of us. 


A placement secretary in the hospital, profes- 
sional or volunteer, to place recruits where their 
services will be most useful and to encourage 
volunteer service is most desirable. 


The hospital council of the city should supple- 
ment the education of the volunteers in her own 
hospital by group discussion meetings and demon- 
strations of other welfare agencies in order to 
round out her picture of the community services 


and her place in it. Since we all take part in 
raising funds for our united hospitals we already 
feel ourselves cogs in the big wheel. 


The volunteer on her side has certain respon- 
sibilities. 
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She should be well-bred, loyal, courteous, con- 
scientious. 


She should be able to be counted upon. When 
she agrees to do a job she should be on time and 
carry it out. 


She should attend board and committee meet- 
ings with regularity. 


She should be selective in what she accepts to 
do. No one can do all the things she is asked 
to do in a community, and I feel the volunteer 
should budget her time and concentrate her in- 
terests. 


She should want to learn more and more about 
the institution she serves and be willing to speak 
up at meetings, both hospital and civic. Nothing 
developes poise and conviction like the mastery 
of a job well understood and well done. I am by 
nature, a school ma’ am and I rejoice to see women 
develop into capable persons through this work. 


My talk illustrates what professional direction 
will do for a volunteer. The work I have done to 


prepare it has enlarged my comprehension of the 
complexity and importance of volunteer service. 
You have made me a better board member by re- 
quiring it of me. 


Cooperation is one of the earliest and most en- 
lightened developments of human society. No- 
where is it more essential and fruitful than in a 
hospital. 


Hospitals Attain Their Highest Usefulness 
by Cooperation 


United by a desire to relieve suffering and to 
make the sick well, professional workers, highly 
trained in the most intricate and difficult of 
sciences, cooperating with volunteer workers of 
casual training but enormous good will, and on 
the outside, the public pouring its generous sup- 
port into the undertaking create the magnificent 
entity, the hospital. 


We volunteers are proud indeed of our associa- 
tion with the professional group in this great 
enterprise. 





Dr. Rappleye Named Commissioner 
of Hospitals 


Dr. Willard C. Rappleye, dean of the College of 
Physicians and Surgeons of Columbia University, 
New York City, and formerly superintendent of 
the New Haven Hospital and professor of hospital 
administration at Yale University, has been ap- 
pointed Commissioner of Hospitals of New York 
City, succeeding Dr. Sigismund S. Goldwater, who 
resigned. 


Dr. Rappleye has been granted fifteen months 
leave of absence from his university position and 
he took over his new duties on October 2. Dr. 
Rappleye has had a distinguished career in the 
field of medical education and in hospital adminis- 
tration. After his graduation from Harvard Medi- 
cal School, Boston, in 1918, he became chief of 
clinical laboratories and instructor in biochem- 
istry at the University of California and then 
director of the University of California Hospital 
in 1921. From 1922 to 1925 he was superintendent 
of the New Haven Hospital and professor of hos- 
pital administration at Yale University, and from 
1925 to 1932 he was director of study, Commission 
on Medical Education. 


Dr. Rappleye has been dean of Columbia since 
1931 and professor of medical economics since 
1932; acting dean of the School of Dental and 
Oral Surgery at Columbia during 1933 and 1934, 
and dean since 1934. 
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Mother Mary Gertrude 


Mother Mary Gertrude, head of the Sisters of 
St. Benedict, Sioux City, Iowa, died on September 
19. She devoted more than sixty years of her 
life to the religious order. She is the last member 
of the group of three Sisters who were sent to 
Fort Yates, then in Dakota Territory, to establish 
a school for Indian children. 


In 1901 Mother Gertrude went to Sioux City and 
under her guidance St. Vincent’s Hospital and St. 
Monica’s Foundling Home, two of Sioux City’s 
outstanding institutions, were built, and in 1927 
the Sisters of St. Benedict established St. Bene- 
dict’s Hospital at Sterling, Colorado. 


—@——_. 


Dr. Charles H. Young Granted Leave 


Dr. Charles H. Young, one of the finest hos- 
pital administrators in the country, has arranged 
to take a six-months leave of absence from his 
present position as director of Mountainside Hos- 
pital, Montclair, New Jersey, at the expiration of 
which time he will resign this position. 


Dr. Young has been a member of the Ameri- 
can Hospital Association for thirty-two years, 
since 1908; has long been prominent in the activi- 
ties of the American Hospital Association, serv- 
ing on many of its important committees; and 
has made a large contribution to the hospital field. 
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Opportunities for Women in Hospital Service 


THERESA COHEN WHITMAN 


women have played an important part in 
the care of the sick. For centuries before 
the development of modern medical science, and 
hospitals, women nursed the ili in their homes. 
Women’s sympathy for the suffering is at the 
root of many great hospital building programs. 


F ven the earliest days of recorded history, 


“Opportunities for Women in Hospital Service” 
is a broad, vital subject. A careful study has 
been made of the women’s groups affiliated with 
twenty-four of the most important hospitals in 
Greater Boston. No two hospitals, with women’s 
groups, follow an identical pattern—but the funda- 
mentals are the same. 


The compilation of the charts, the assembling 
of the information for this survey entailed a tre- 
mendous amount of effort and much praise and 
grateful thanks should be given to Miss Betty 
Dumaine, Mrs. Edward Warren, The Volunteer 
Service Bureau, and The Hospital Council of the 
Boston Council of Social Agencies. 


This study has confirmed the value of the con- 
tribution made by lay women to the causes they 
serve, whether they work as an organized group, 
or as volunteers under direction. These women 
actually become an integral part of the hospital, 
their activities are of inestimable value, their 
opportunities limitless. 


Building a Women’s Auxiliary Unit 


Modern hospitals today are made up of a num- 
ber of units. I should like to think of one of 
these units as a women’s auxiliary, built upon a 
strong and solid foundation of unselfish service, 
loyalty, and the will to serve mankind, for with- 
out these attributes no building of a women’s 
auxiliary will endure. Upon this foundation I 
would erect four important pillars, dedicated to 
education, volunteer service, fund-raising and 
public relations. 

Education 


The first pillar should be that of education. In 
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this department the women’s auxiliary in con- 
junction with the hospital, sponsors free lectures 
on Health which are open to the public. These 
talks are given by prominent physicians, special- 
ists in their respective fields, and are followed by 
a question period. It is through this medium, 
that the public becomes better informed on the 
vital subject of health and how to combat disease, 
man’s most constant enemy. 


Women’s auxiliaries should be definitely inter- 
ested in the education of the nurses, for these 
young women are the liaison officers between the 
doctor and the patient. As a part of this pro- 
gram, libraries for nurses have been founded, 
well equipped not only with advanced text books 
but also with magazines and popular fiction. 


Recreation should be provided for the nurses 
whose long tedious years of apprenticeship may 
be enlivened by monthly social functions, such 
as musicales, dances, book reviews, bridge parties 
and debates. Games such as tennis, badminton, 
and ping pong should be available. Since many 
of the young nurses in training live away from 
home, women’s committees should take an interest 
in their social life. Advisory nursing school com- 
mittees function in three of our Boston hospitals. 


Scholarships are another opportunity that 
women should make available for deserving stu- 
dents who cannot afford to pay for their tuition 
at the nurses’ training school. Postgraduate 
scholarships should be provided for young women 
of ability to enable them to continue their train- 
ing for public health work, teaching, and adminis- 
tration. The scope of work for nurses is steadily 
widening, and more nurses should be. encouraged 
to further their education to meet the demands of 
industry in newly created fields. 
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It is also necessary to educate the lay young 
people in the community, especially the daughters 
of the members of the women’s auxiliaries. The 
girls of today are the women of tomorrow and 
in order that young people might be acquainted 
with “opportunities for women in hospital ser- 
vice,” junior groups should be sponsored and 
supervised by women’s auxiliaries. There is in 
Boston one junior auxiliary which is functioning 
in the community. This junior group has proved 
its work through its activities by the substantial 
contribution 'it makes to the Tumor Cancer Clinic 
of the Beth Israel Hospital. 


The juniors with their boundless energy, talent, 
courage, and enthusiasm for the work connected 
with the care of the sick, should be organized 
and their efforts directed into channels of benefit 
to the hospital. Since they will be potential 
leaders, they should be trained for the responsi- 
bilities that will be theirs in communal life, senior 
and junior groups should meet frequently, discuss 
their programs and be helpful to one another. 
Membership in both groups can be increased if 
the family tie is stronger. A program of great 
benefit is a mother’s and daughter’s day at the 
hospital. 


The education of the membership at large is 
maintained by general meetings, publicity through 
the press, radio talks, moving pictures, the spoken 
word, and the medium of bulletins, which keep 
members informed. 


It is the dissemination of knowledge to these 
groups from addresses by the administrator, de- 
partment heads, reports of the president and com- 
mittee chairmen, that members and friends of 
the hospital receive first hand information of the 
hospital activities and service to the community. 
These meetings stimulate a wider interest and 
increase good will for the hospital. They serve 
also as a clearing house, as it is here that chair- 
men of committees, volunteer workers, members 
and officers have an opportunity to hear and dis- 
cuss the problems that confront the hospital and 
the organization. 


Attractive and interesting programs are pre- 
sented at the general meetings, and women of 
dramatic ability and musical talents are given an 
opportunity to participate, by presenting tableaux, 
pageants or dramatizing a scene that takes place 
in the hospital. 


Volunteer Service 


Volunteer service is the second pillar that 
should be erected in the building of a women’s 
auxiliary and, as has been pointed out by the 
previous speaker, plays a most important part in 
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the hospital. May I emphasize that women have 
a great opportunity in volunteer service as clinical 
secretaries, clerical workers, typists, information 
service, receptionists, paging, reading to children 
in the wards, library service, motor corps, making 
surgical dressings and sewing articles of equip- 
ment; laboratory service, filing of records in out- 
patient department and such special assignments 
as assembling data for reports and studies. Pro- 
fessional workers have an opportunity to serve 
as volunteers in the social service department and 
other departments where only trained persons 
may assist. Volunteer workers may be secured 
from the Volunteer Service Bureau of the Boston 
Council of Social Agencies. 


A hospital is greatly enhanced and a more 
cheerful and homelike atmosphere may be created 
by a women’s committee on interior decorations 
and furnishings. Through flower service, mem- 
bers of garden clubs are attracted to hospital 
work. They bring cut flowers to cheer the patients 
and their blooms brighten the dining rooms, espe- 
cially during the holiday seasons. An opportunity 
is given them to assist in gardening and land- 
scaping. 


Women have an opportunity to visit those pa- 
tients who, the head nurse in charge finds, have 
no friends nor relatives to visit them. The oldest 
visiting committee of this kind is at the Massa- 
chusetts General Hospital. 


When a hospital is in a Community Chest or 
similar organization it gives the volunteer group 
an excellent opportunity for service. If every 
volunteer would work for the chest and explain 
what it does for the hospital, chests would “go 
over” far better than they do. 


Many of the volunteer service workers in Bos- 
ton are actively identified with Red Cross. Clinic 
secretaries and other volunteers in out-patient 
departments are urged to take the course in hos- 
pital service, which is given by the local Red 
Cross Chapter. In Boston the course comprises 
ten lectures dealing with hospital organization, 
hospital ethics, patient psychology, out-patient de- 
partment services, medical social service and 
standard of conduct and service by volunteers. 
Graduates of the course are known as “Gray 
Ladies”; although they constitute a unit of the 
Red Cross, and are responsible to a Red Cross 
chairman, they are also responsible to the volun- 
teer service department and remain under its 
direction. 


Volunteers who do not wish to become “Gray 
Ladies” are permitted by the Red Cross to attend 
the lectures as visitors. If such a course were not 
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available in the community, it would be advisable 
for the volunteer service department to provide 
one; for it serves not only to impart important 
information, but also to promote length and con- 
tinuity of service by enhancing the volunteer’s 
sense of the value of her work. 


Occupational therapy opens up a new field for 
volunteers, as it is necessary in many hospitals to 
keep the young and old patients occupied. In 
some instances this work is carried on in the 
homes of cardiac children and the chronic sick. 
You will find that this work is especially well 
done at the Children’s Hospital of Boston. Occu- 
pational therapy has improved the mental out- 
look of the chronic sick and given them an oppor- 
tunity to gain a livelihood. 


Fund Raising 


Not alone must women give of their talent and 
ability but it is also necessary to give of their 
means, as every hospital no matter how well it 
may be financed, usually operates with a deficit. 
The third pillar, therefore, in our structure should 
be devoted to fund-raising activities, so that some 
of the financial burden of the hospital may be 
relieved. Membership is a mighty foundation, 
the support of which the auxiliary must have if 
it wishes to continue to grow. A large member- 
ship, at a nominal due, with a geographic repre- 
sentation, assures the hospital not only of an 
annual income, but also of widespread and diversi- 
fied publicity. 


In an ever changing field of diagnosis and treat- 
ment, hospitals are constantly requiring new and 
modern equipment. For this purpose a special 
fund should be raised for structural capital im- 
provements, as hospitals must keep pace with 
social and scientific progress. 


Life Membership is a single substantial con- 
tribution which does away with future annual 
dues, and serves such a need. These funds have 
made possible additional beds, finer x-ray equip- 
ment, electric generating plant, store-room facili- 
ties, modern kitchen equipment, new elevators, air 
conditioning and such changes in the hospital’s 
physical structure as may be necessary from time 
to time. Proper and adequate housing for interns 
is, of course, of utmost importance, since the hos- 
pital is their home for a long period of time. Life 
membership can be of material assistance in this 
field when such aid is indicated. Life members 
may have their names placed on bronze tablets to 
serve as an inspiration so that others might 
emulate their example. 


Greater interest in fund raising activities be- 


30 


come more effective when there is a specific proj- 
ect in mind, especially if it has a great emotional 
appeal. For instance, the purchase of linens, 
appeals to women who are essentially home 
makers and have a natural instinct to buy articles 
that are necessary in the home. Still another 
special appeal is a fund for private nursing care 
and for emergencies, such as expensive medica- 
tion, insulin, liver extract, blood transfusions and 
special serums, that bring comfort and aid to 
ward patients who are critically ill. 


A thrift shop with a permanent location where 
discarded clothes, books, shoes, glassware, furni- 
ture, toys and bric-a-brac, in fact any salable 
article may be turned into dollars, is most suc- 
cessful. This one activity alone affords women 
many opportunities for hospital service. They 
may serve on a motor corps to collect the bundles; 
on an evaluation committee; on a publicity com- 
mittee; they may be saleswomen; hostesses for 
bundle teas, giving the hospitality of their home 
and asking guests to bring a bundle. Interest of 
women is always keener if they actually have 
something to do. 


Rummage sales have a two fold purpose; it 
helps to increase the revenue for the hospital and 
gives the indigent an opportunity to make pur- 
chases at greatly reduced prices. 


A remembrance or tribute fund is still another 
idea for fund-raising. Instead of sending gifts, 
why not remember your friends and loved ones on 
occasions of joy and sorrow by a contribution to 
the remembrance fund. An appropriately en- 
graved card is sent to the one who gives the 
contribution, and to the one who receives the 
message. A fund such as this could have for its 
appeal, the needs of the social service department 
for emergency medical relief, as there is always a 
great demand for crutches, braces, glasses, trans- 
portation and convalescent care. Fund raising 
activities that are given specifically to a special 
department in the hospital create a broader in- 
terest and definitely bring the hospital closer to 
the women who have the privilege of serving. 


Gift shops maintained on the main floor of the 
hospital enable visitors en route to a sick room to 
buy articles which bring joy to the patient. Sew- 
ing groups could meet to knit, crochet, make bed 
jackets, blanket covers, boudoir pillows, negligees, 
wash clothes, rag dolls for children and scrap 
books. 


Luncheons, teas, style shows, concerts, current 
events courses, bridge parties, morning musicales, 
theatre parties, garden parties, market days, 
bazaars, dancing parties, food exchanges, cake 
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sales and jelly shops serve as splendid ideas for 
fund raising and have a strong appeal to women. 
Hospitals today have taken an important place in 
the social life of the community. 


May I with all modesty describe to you a social 
function sponsored by the organization over which 
I have the privilege to preside. It is called an 
Annual Victory Celebration. More than 1500 
women attend this luncheon, on a sliding seale of 
contributions as subscribers, patronesses, and 
sponsors. Prominent merchants have attractive 
exhibits in the foyer. The program starts at ten 
o’clock in the morning and until noon, interest- 
ing educational lectures are given on health and 
home-making. At noon, luncheon is served, during 
which time a popular local orchestra entertains. 


At two o’clock when the program formally 
opens the Governor of the State and the Mayor 
of the City bring official greetings. A word of 
welcome given by the president of the hospital is 
followed by an address from the administrator, 
then a pageant depicting the progress made by 
hospitals, especially as it relates to civic life. At 
the conclusion, a life membership appeal is made 
by a prominent speaker and so great is the in- 
spiration of the day that many women even at a 
personal sacrifice, spontaneously and generously 
enroll as life members. Enthusiasm is kindled by 
the realization that a united effort has made pos- 
sible this celebration, and because of it approxi- 
mately $25,000 is raised which enables the hos- 
pital to give at least 300 patients, regardless of 
race, creed, or color free hospitalization for a 10 
days’ stay. 


Women have an opportunity to create or estab- 
lish an endowment fund for the hospital, as sta- 
tistics show that 50 per cent of the money in 
this country is now controlled by women, and we 
all known that “the hand that rocks the cradle 
rules the world.” 


Public Relations 


All of the opportunities for women in hospital 
service which have been mentioned would be of 
little avail unless every women’s auxiliary worked 
ina harmonious and cooperative spirit. It is with 
this thought in mind that the fourth pillar in 
our structure should be dedicated to public rela- 
tions. All accomplishments and achievements 
must be part of the whole communal picture; to 
quote the prophet of old who once said: “If I 
am not for myself, who am I, but if I am for my- 
self, what am I.” 


Public education as applied to hospitals, may 
be defined as a cooperative plan of utilizing every 
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possible legitimate and ethical means of informing 
the public of the benefits it can expect to derive 
from its hospitals, so that with an understanding 
and appreciation of the services of the institution 
to humanity, the public may foster an attitude of 
genuine good will toward its hospitals. But good 
will is dependent upon understanding, and under- 
standing is dependent upon knowledge, especially 
because the survey, as shown in the chart, proved 
the need of an active public relations committee, 
which is not as yet an existing part of lay par- 
ticipation, therefore, I recommend that fre- 
quent meetings be held between women’s groups 
affiliated with hospitals and to plan “come and 
see” parties, with a tour through the hospital. 
Women’s organizations should have a speaker’s 
bureau in conjunction with this plan, and if prop- 
erly utilized it can be an effective stimulus to 
public education. Every member of a women’s 
auxiliary can act as an ambassador of better 
understanding and so bring to her public a more 
thorough knowledge of hospital service. 


Women’s groups should meet periodically in 
round table discussions, with their officers, execu- 
tives, and committee chairmen, in order to ex- 
change ideas and present their problems. 


Education of the public cannot be stressed too 
forcibly as knowledge with vision, shall be like 
music, the common possession of all men every- 
where. 


While it is important that all activities be wide- 
spread, it is always advisable that a women’s 
group be properly organized as a self-governing 
body, concerning itself with internal affairs, but 
at no time, although it has its own by-laws, should 
such an auxiliary attempt to exercise any privi- 
lege or sponsor any activities without the consent 
and approval of the administrator and the Board 
of Managers of the hospital. 


I have tried to picture for you a structure in 
which lies some of the many “Opportunities for 
Women in Hospital Service,” namely, a strong 
foundation of loyalty, sympathetic understanding 
and devotion, and upon it I have attempted to 
build four important but necessary pillars dedi- 
cated to education, volunteer service, fund-raising 
and public relations. 


To my mind no roof should be put upon such a 
building for opportunities are limitless and reach 
even to the skies, as it would seem that from 
the very heavens we might receive inspiration. 
We would then all do more than live. We would 
live and help others live, so that this somber 
world of ours may be a little better, a little 
brighter, a little more worth while. 





The Small Hospital Problem 


GRAHAM L. DAVIS 


much the same pattern as that of two other 

community welfare institutions, the church 
and the school. The first churches, schools, and 
hospitals appeared in the early settlements along 
the coast. As these settlements became industrial 
or commercial centers the population increased 
and so did the wealth. In the large and wealthy 
cities magnificent churches, schools, and hospitals 
are found. But in the sparsely populated districts 
such as the poorest sections of the rural South, 
where the population is largely Negro in the low- 
est income brackets, these institutions, where they 
exist at all, are frequently wooden shacks and 
very inadequate to community needs. 


To evolution of the hospital has followed 


The small town hospital suffers more by com- 
parison with its big city counterpart than the 
church or the school, because the modern hospital 
during the past fifty years has become a very 
expensive institution to construct and operate. 
The costly technical equipment and highly 
trained personnel necessary to operate it twenty- 
four hours a day are not found in the church 
and the school. Since the question of money, 
la question d’argent as the French say, is involved, 
it is more difficult for the small town to provide 
itself with an adequate hospital than it is with 
an adequate church or school. 


So much for the physical plant. Even more dis- 
couraging is the situation so far as the quality of 
professional service is concerned. The hospital 
is the physician’s workshop. While the board of 
trustees, the administration, and the physical 
plant are important, of far greater importance is 
the medical staff. Some evidence of the short- 
comings of the small hospital in that respect can 
be gathered from the fact that the American Col- 
lege of Surgeons approves 93 per cent of the 
hospitals it surveys with 100 or more beds, prac- 
tically all located in places of 10,000 or more in- 
habitants, as compared with 35 per cent of the 
hospitals it surveys with from 25 to 49 beds, 
practically all located in places of less than 10,000 
population. It does not even hother to survey 
hospitals of less than 25 beds, because it has 
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found by experience that it would be largely a 
waste of time, but there are 3000 or more such 
institutions in this nation and Canada, the great 
bulk of which are serving small towns and rural 
areas. 


Two Points of View 


People disagree as to the solution of this prob- 
lem. One fairly well defined school of thought 
apparently is against building more and better 
hospitals in small towns and rural areas, largely 
because of the economic factor involved, the ab- 
sence of sufficient wealth and income to support 
the institution, a factor which in turn causes 
specialists to locate where people are able to pay 
their fees. Specialists are rare in the small towns 
where practically all of the small hospitals are 
located. 


This viewpoint is rather strongly presented in 
an article by a member of the headquarters staff 
of the American Hospital Association, which ap- 
peared in the August issue of HOSPITALS one 
year ago. The author criticizes rather severely 
the construction, with aid from PWA, of six gen- 
eral hospitals in as many different towns of less 
than 10,000 inhabitants in Michigan. The W. K. 
Kellogg Foundation made substantial contribu- 
tions to the construction of three of these plants. 
Despite the fact that these new plants in every 
instance replaced existing inadequate buildings, 
this writer takes the position that they are all 
within 25 to 50 miles of large cities where there 
are hospitals approved by the College of Surgeons 
with empty beds and lots of specialists and where 
patients could get much better hospital care than 
would be possible in their own communities. He 
intimates that the plants were not properly 
planned, that they will become a terrific financial 
burden on their respective communties because of 
overbuilding and low bed occupancy, and that 
none of them will ever be able to reach the mini- 
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mum standard of the College of Surgeons, largely 
pecause of the absence of specialists. 


At the other extreme there was some evidence 
three or four years ago that the national admin- 
istration was quite anxious to plant hospitals at 
frequent intervals around the hinterland. Tak- 
ing the middle ground between these two extremes 
are four foundations interested in hospitals: the 
Commonwealth Fund, with its twelve or fifteen 
demonstration rural hospitals scattered over the 
nation; The Duke Endowment, with its hospital 
building program in the Carolinas; the Bingham 
Associates of Boston, operating in rural Maine; 
and the W. K. Kellogg Foundation, building rural 
hospitals in its Michigan Community Health 
Project. 


The attitude of these foundations toward this 
problem I think is well stated in this excerpt from 
the Tenth Annual Report of the Hospital Section 
of The Duke Endowment: 


“... for it must be reiterated and remem- 
bered that the central object . . . is not hos- 
pitals in themselves, but hospitals as an 
important element and influence in improving 
the medical care of the people. The approach 
is the hospital; the object good medical ser- 
vice. 


“The basic element in medical service is 
the professional element, more especially the 
physician. The strategic importance of the 
hospital in providing medical care (and espe- 
cially is this true for the smaller communi- 
ties, the rural communities) is not in the 
number of beds which it provides for patients 
nor the number of patients which it treats 
during the course of a year, but in its in- 
fluence upon the number and the type of 
physicians that serve the community, the ten 
per cent of the seriously ill who require hos- 
pital care and the ninety per cent of the less 
seriously ill who are cared for in their own 
homes and in physicians’ offices.” 


In many parts of the rural South in particular, 
as older physicians have passed out of the picture 
younger men have not replaced them. The con- 
sequence is that a ratio of only one physician for 
every 3000 or 4000 people is not infrequent, as 
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compared with an average of something like a 
physician for every 750 people in the nation. One 
reason younger physicians do not locate in these 
rural areas is again that question of money. The 
people either cannot or do not pay for medical 
service. Another reason is that the younger 
physicians are trained in hospitals and taught to 
use its diagnostic and therapeutic facilities. They 
cannot have the satisfaction of practicing modern 
medicine without these facilities conveniently 
available. 


Hospital Service for Our Rural Population 


That the rural population is entitled to just as 
good medical care, which includes hospital service, 
as people in large cities is the theory on which the 
foundations work. That is the reason the W. K. 
Kellogg Foundation, for example, in its Michigan 
Community Health Project, subsidizes nine x-ray 
and laboratory departments in rural hospitals, 
plus one operated by a county medical society 
where there is no hospital, and home maternity 
nursing service which assists in the delivery of 
40 per cent of the babies in the seven rural coun- 
ties. It is planned to add visiting nursing service 
to this. The fee schedule in these x-ray and 
laboratory departments is about one-half of what 
you will find in similar hospitals elsewhere and 
yet they have become practically self-supporting 
in a comparatively short period of time. During 
the month of July, 1940, the income amounted to 
$4200 and the expenses were $3200. Expenses 
were the same as in July, 1939, but income had 
increased $1000. 





Table 1 


_ 


The Duke Endowment 
Appropriation 
Amount Per Cent 


Approximate 
Cost of 
Projects 





69 General Hospital 

26 New Hospital Units 

28 Additions to Hospitals 

15 General Hospitals Purchased 


Noveinber, 1940 


8,825,000 
3,985,000 
2,671,000 
2,169,000 


3,354,900 
1,521,923 
1,036,780 

796,197 





Table 2 


First 1939 Population 


Hospitals Year County 


Bed Capacity 
Town When Opened 1939 





15 421,500 
1 1932 45,600 
2 1931 16,600 
3 1929 
4 1933 13,000 
5 1930 34,300 
6 1928 32,000 
ff 1932 19,900 
8 1931 53,700 
9 1929 23,200 

10 1930 33,700 
11 1933 40,600 

12 1930 11,300 

13 1933 22,000 

14 1931 45,200 

15 1930 30,400 


50,000 
3,300 
1,800 

200 
400 
8,500 
2,800 
5,300 
6,600 
3,000 
300 
7,000 
2,100 
900 
3,800 
4,000 





The Work of The Duke Endowment in 
North Carolina 


Now let us take a look at what has happened 
to The Duke Endowment’s rural hospital building 
program in the Carolinas. At the end of 1939, 
69 general hospitals had been assisted to the 
extent of $3,354,900 (Table 1) with projects that 
cost $8,825,000, of which 26 were new hospital 
units. Facts are brought out as to 15 of these 
new hospital units (Table 2) constructed in places 
with less than 10,000 inhabitants, all of which had 
been operating in the new plants for from seven 
to twelve years at the end of 1939, with an aver- 
age per hospital of 9.2 years. The first hospital 
constructed with aid from The Duke Endowment, 
the Haywood County Hospital, Waynesville, North 
Carolina, a town of 2800 inhabitants in a com- 
paratively poor and sparsely settled mountain 
county of 32,000 people, opened January 1, 1928. 
This hospital averaged 15.5 patients per day that 
first year and 49.2 (in space for 46) during 1939. 
In 1928 it discharged 626 patients, plus 14 new- 
born infants. Last year it discharged 1785, al- 
most three times as many, plus 258 newborn 
infants. 


These 15 hospitals are located in 14 different 
counties, two being located on opposite sides of 
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the Blue Ridge in one mountain county. In 11 
of the other 13 counties these are the only hos- 
pitals and, as a rule, they are located near the 
center of the county. In the two largest counties, 
where there are other hospitals in larger cities 
some distance away in the same county, these 
hospitals are located near the border and draw 
patients from other counties. The population 
served by the whole group of 15 hospitals is sub- 
stantially the whole population of the 14 counties 
in which they are located. The average for the 
14 counties of 30,000 persons per county is typical 
of rural counties in the nation. The towns vary 
in size from 200 to 8500 persons, with an average 
of 3300. 


All of these plants replaced inadequate struc- 
tures, frequently old dwellings of frame construc- 
tion, with two exceptions. The Dr. J. Arthur 
Dosher Memorial Hospital, Southport, North 
Carolina, and the Berkeley County Hospital, 
Moncks Corner, South Carolina, were the first 
general hospitals in their respective counties. In- 
cidentally I might say that these hospitals are 
located in two of the poorest counties in the 
Carolinas, or in the nation for that matter, where 
approximately 70 per cent of the population is 
Negro and most of these tenant farmers. 


The bed capacity (the number of beds each 
hospital was built to accommodate) varied at the 
time the new plants opened from 20 to 62, with 
an average of 40. While the net gain in bed 
capacity has been 148 or almost 10 per hospital, 
two hospitals show decreases amounting to 13 
beds caused by structural changes, and four others 
show no change, but nine have gained 161 beds or 
18 per hospital. 

To give you an idea what these hospitals look 
like, the Haywood County Hospital was the first 
constructed with aid from The Duke Endowment, 
and the Lee County Hospital, a 50-bed unit at 
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Sanford, North Carolina, is more or less typical. 
All of these plants are adaptations to local condi- 
tions of the model plans published by the Trustees 
of The Duke Endowment in Bulletin No. 3 on the 
construction and equipment of the small gen- 
eral hospital. The Community Health Center of 
Branch County, a 65-bed hospital that opened 
last November in Coldwater, Michigan, is an 
adaptation of these plans to different hospital 
conditions and a colder climate. It was the first 
hospital the W. K. Kellogg Foundation assisted a 
community to build. 


The investment in these 15 hospital plants in 
the Carolinas increased $691,000 (Table 3) from 
the time they were opened until the end of 1939. 
On a per bed basis this amounts to approximately 
$400. Six of these hospitals, which did not build 
homes for nurses in the original project and 
housed them in the hospital building, later found 
it necessary to build homes because the space 
was needed for patients. That accounts for much 
of the increase, plus additions to the equipment. 


The gain in bed complement (Table 4) (the 
average number of beds during the year available 
for use by patients) was almost 200. Only one 
hospital shows a decrease in bed complement, 
three others no change, and 11 show marked in- 
creases. In four instances the bed complement 
almost doubled. Every hospital shows a gain in 
patients per day, in several instances more than 
three times as many. This is reflected in the gain 
in bed occupancy. 


The average hospital in the group (Table 5) 
during the average of 9.2 years of operation in- 
creased 13 beds in size and almost doubled the 
number of patients per day, but the ratio of free 
patients dropped from 57.7 per cent to 41.5 per 
cent. In-patients discharged more than doubled 
innumber, while the average stay decreased two 
days, some indication of improvement in the qual- 
ity of service. Newborn infants jumped from 33 
the first year to 146 in 1939, and out-patient visits 
more than doubled. 


The income and expense statement shows these 
hospitals did fairly well in a financial way. All of 
the hospitals aided by The Duke Endowment have 
been on a uniform accounting and statistical basis 
now for 15 years. That is the reason it is possible 


Lee County Hospital, Sanford, North Carolina 


explain that, like most nonprofit hospitals, de- 
preciation on the buildings, other than ordinary 
replacement and repair, does not get into operat- 
ing expenses. If this depreciation was included, 
the hospitais would about break even. It is in- 
teresting to note that the average cost per patient 
per day has not changed, despite the fact that 
there has been rather marked improvement in 
the quality of service rendered. The increased 
cost of providing better diagnostic facilities, bet- 
ter trained personnel, and more adequte nursing 
service, for example, has been balanced by the 
gain in bed occupancy. The decrease in the ratio 
of free patients has caused the collections per 
patient per day from patients to increase. 


Accounting and Statistics in the Small Hospital 


It is easy to tell what has happened to these 
hospitals so far as accounting and statistics are 
concerned, but it is not so easy to demonstrate the 
more or less intangible improvement in service to 
the patient. One measuring rod is approval by 
the American College of Surgeons. None of the 
13 hospitals replaced with new plants were ap- 
proved by the College during the time they oper- 
ated in the old plants. At present 13 of the 15 
are on the approved list, one is too small to get 
approved, and the other has a peculiar local situa- 
tion. I might mention incidentally that all of the 
doctors in town are on its board of trustees, the 
only instance in the group where this occurs. 


The modern hospital plant was undoubtedly a 
contributing factor in the success of these hos- 


to get facts like this concerning them. I might pitals, but of far greater importance was wise 





Table 3 


Plant Investment 
When Opened 1939 


Cost Per Bed 


Increase When Opened 1939 





1,628,960 
164,343 
1,232,695 
231,922 


2,319,966 
200,257 
1,703,733 
415,976 


691,006 2,715 3,102 

35,914 274 268 
471,038 2,054 2,278 
184,054 387 556 


Buildings 
Equipment 


N ovember, 1940 





Table 4 


Bed Complement 


Hospitals First Year 1939 


Patients Per Day 
First Year 


Bed Occupancy 


193 First Year 





237.0 
12.8 
12.6 

4.9 
35.2 
18.7 
15.5 
12.2 
14.2 
14.0 
25.5 
14.5 

8.5 
24.0 
10.2 
14.2 


42.8 
35.6 
46.6 
24.5 
74.9 
30.2 
37.8 
26.5 
39.4 
51.9 
77.3 
40.3 
31.5 
47.1 
32.9 
41.8 


442.5 
32.4 
13.7 
12.8 
37.9 
43.4 
49.2 
26.9 
43.6 
21.4 
44.3 
20.2 
11.9 
32.4 
31.9 
20.5 





planning beforehand, particularly with reference 
to the medical staff. When I was assisting in the 
survey of hospital conditions in the Carolinas at 
the time The Duke Endowment was established 
15 years ago, I soon discovered that, except for 
10 or 12 of the largest nonprofit hospitals in the 
larger cities, the balance of the hospitals approved 
by the College of Surgeons, practically all of which 
were located in the smaller towns, were pro- 
prietary institutions owned either by a surgeon 
or group of physicians which included one or 
two good surgeons. Of 140 general hospitals in 
the two states at that time, 93 were proprietary 
and not eligible for aid from The Duke Endow- 
ment, but they were very cooperative as a group 
in supplying data, both financial and statistical, 
for the survey. When I went over the records 
of these hospitals, it was quite apparent that the 


proprietary hospitals as a group in places of less 
than 10,000 population were in much better shape 
financially and apparently rendering better service 
to the patient than the nonprofit hospitals. 


It soon became apparent that the difference be- 
tween the two types of institutions was in the 
surgery. In the proprietary hospital it was lim- 
ited as a rule to one or two men, who were fre- 
quently fellows of the College of Surgeons. In 


the community nonprofit hospital as a rule there 
were no restrictions as to surgery and frequently 


it was done by half a dozen general practitioners 
with little, if any, special training in surgery. 
The consequence was that the patients in these 
small nonprofit hospitals were either the sick 
poor, who had no choice, as evidenced by the large 
proportion of charity patients and the operating 
deficit, or people with a blind faith in the ability 





Table 
First Year 


5 


Plus or Minus 





Bed Complement 
Patients per Day 
Bed Occupancy 
Per Cent Free 
DRPRPAPTE : 5s noone %s we seo ese Gaenewes ee 
Average Stay in Days 
Newborn Infants 


18 
13.7 
16.0% 
—16.2 
744 
—2.0 
113 
1,728 


—— 





Expenses 
Less Patient Income 


Deficit 

Governments 

Voluntary Contributions 
The Duke Endowment 


Collection 


Deficit 


Per Patient Day 


18,349 
17,063 


——». 


1,286 
1,085 


1,144 
—1,190 
11,080 626 


2,273 379 


3.69 0 
2.91 42 


lt 
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of their family physician as a surgeon. Most of 
the people with money to pay hospital bills and 
surgeons’ fees went elsewhere for serious opera- 
tions. 


That was the condition in several of the 13 
communities of the 15 under review in which 
inadequate hospital facilities were replaced with 
modern plants. It was a factor to which the 
community gave serious consideration at the time 
the new hospital was being planned, because the 
surgical standard was obviously an important fac- 
tor in determining both the need for a modern 
hospital plant in the community and the number 
of beds it should have. 


This problem was worked out in various ways 
in different communities. In some instances the 
physicians agreed among themselves that the 
major surgery should be limited to one or two 
well-qualified men. In one instance the experi- 
ment was tried of limiting the surgery to fellows 
of the College of Surgeons who were members of 
a well established clinic 19 miles away in a larger 
city, but that did not work out so well. After 
six years this arrangement was abandoned and a 
well-trained. surgeon became medical director of 
the hospital with major surgery limited to him. 

Providing Competent Members of the 
Medical Staff 


In three of these communities, where there were 
no qualified surgeons, the boards of trustees of the 
new hospitals brought in young well-qualified 
surgeons as medical directors on a guaranteed in- 


come or commission basis, the hospital collecting 
the professional fees. In two of these communities 
where the new plants replaced sorry institutions 
that had been miserable failures, the local physi- 
cians were at first violently opposed to the action 
of the hospital boards, but now they work together 
harmoniously in the medical staff organization. 
These hospitals have been two of the most suc- 
cessful in the group. Beds have increased from 
69 to 125, patients per day have doubled, patients 
increased from 1206 to 3279, a gain of over 2000, 
newborn infants increased from 55 to 259, and 
out-patient visits numbered 6200 in 1939 as com- 
pared with 2345 eight and ten years ago. 


The results of this attention to the surgical 
standard in these hospitals speak for themselves 
in the statistics I have given you. These 15 hos- 
pitals serve substantially the same population now 
that they served an average of 9.2 years ago. And 
it is quite apparent from the marked reduction 
in the ratio of free patients and the increase in 
collections from patients, as well as the 130 per 
cent gain in the number of patients, that the pay 
patients who were going elsewhere before these 
new plants were built now stay home where they 
belong and pay fees to their local physicians. The 
reason is largely the improvement in the surgical 
standard, because the great bulk of patients in 
the small hospital are classified in general surgery 
or in the surgical specialties. The point I am 
driving at is that when the small hospital has 
troubles they are frequently rooted in low stand- 
ards for surgery, but that can be remedied. 
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Is It Too Late? 


“Ts it too late? No! Nothing is too late 
Till the tired heart shall cease to palpitate. 
Cato learned Greek at sixty, Sophocles 


Wrote his grand “Oedipus, 


”? 


and Simonides 


Bore off the prize for verse from his compeers 
When each was more than fourscore years... . 
Chaucer at Woodstock with the nightingales 

At sixty wrote the “Canterbury Tales”; 
Goethe at Weimar, toiling to the last, 

Completed “Faust” when eighty years were past. 
These are indeed exceptions, but they show, 
How far the gulf stream of our youth may flow 
Into the arctic regions of our lives— 

For age is opportunity no less 

Than youth itself, though in another dress. 

And as the evening twilight fades away 


The sky is filled with stars—invisible by day.’ 


, 


From Longfellow’s “Morituri Salutamus.” 
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Supply Service and Efficiency Control 


CHARLES F. WILINSKY, M.D. 


ness of the tremendous investment in the 

hospitals of America of more than three 
and one-half billion dollars, and with an apprecia- 
tion of an annual expenditure of approximately 
three-quarters of a billion, about half of which is 
for supplies, realize the importance of, and the 
justification, for, the exercise of sound business 
methods in connection with the purchase, con- 
trol, and issuance of supplies. 


[ses of administrators, with a mindful- 


Efficient methods for the purchase of the many 
items used in hospitals are familiar to you. We 
may assume for the purposes of this article that 
in the purchasing process, the question of quality 
of supplies, the reliability of the firms dealt with, 
and prices paid are receiving necessary and 
proper consideration. 


It is my purpose to emphasize that in. the proc- 
ess of receiving, storing, and issuing there are 
opportunities for the practice of economy and the 
control of waste. May I, with your indulgence, 
substitute for any theoretical exposition of meth- 
ods, the actual practice in vogue for the control of 
supplies in the institution which I have the honor 
to direct. 

The Storeroom 

The storeroom is, indeed, a most important unit 
of the hospital meriting serious consideration, 
particularly in relation to its location and space 
provision. The size of the institution, of course, 
has an important bearing upon the amount of 
space needed. Sufficiency of supplies to make 
possible adequacy of purchasing on an economic 
basis is of exceeding importance. Serious con- 
sideration should be given to the proper storing 
of supplies under satisfactory conditions, with a 
mindfulness of the fact that varying items re- 
quire different storing backgrounds and condi- 
tions, of which certain foods and other perishable 
items are fitting examples. 


We operate a central storeroom at Beth Israel, 
and it is our practice to combine purchasing au- 
thority with the responsibility for the receiving 
and proper upkeep and distribution of supplies. 
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Receiving 


One should be exceedingly appreciative of the 
significant importance of a sound method for the 
receipt of supplies, since unless sound control is 
established and practiced at the time of their 
arrival at the receiving door of the institution, 
loss and waste can easily occur. This is the place 
where the amount received should be promptly 
checked, counted, and the quality of the merchan- 
dise determined. Provision is made for the re- 
turn of goods which for certain reasons are not 
acceptable, and proper records are kept of such 
returns. The receiving room is a part of our 
central storeroom. Goods delivered are immedi- 
ately checked against a receiving record. 


It is the practice in our institution to send down 
to the receiving room two duplicate copies of the 
purchasing order to serve a certain definite pur- 
pose. The two copies which come down show 
no quantity figures of articles purchased. We be- 
lieve it efficient to use these copies for receiving 
record purposes, since they provide the receiving 
clerk with an, accurate record of goods ordered, 
and serve to eliminate the use of a receiving book, 
thereby saving the time otherwise needed to write 
up a complete receiving slip. Since these dupli- 
cate purchase slips reveal no quantity figures pur- 
chased, the receiving clerk is compelled to care- 
fully check the goods before writing in the 
amounts received on the two duplicate slips. One 
of these is kept by the receiving clerk as a re- 
ceiving record. The other is sent to the purchas- 
ing office, to be checked against the copy retained 
there originally. The purchasing office, in com- 
paring the quantity figures appearing on the orig- 
inal purchasing slip and the amount checked in 
by the receiving clerk, can notice any discrepancy, 
in which event a back order slip is made out and 
sent to the receiving clerk. After this has been 
done, this copy is then forwarded to the accounts 
payable clerk, who passes it on to the inventory 
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clerk, who posts the quantities and prices on the 
perpetual inventory card. 


It is important at this time to point out that 
the four copies of the original purchase order are 
of uniform importance and value to the four units 
of the hospital involved in the maintenance of 
control: (1) the receiving clerk, (2) the pur- 
chasing office, (3) the accounts payable clerk, and 
(4) the perpetual inventory clerk. 


Iam mindful of the fact that the question may 
be raised as to the method to be followed in 
smaller institutions where no perpetual inventory 
may be maintained, or possibly no receiving clerk 
or accounts payable clerk, defined as such, em- 
ployed. It is important, in answer, to emphasize 
the fact that any hospital that uses supplies, and 
all hospitals do, must necessarily purchase them 
and receive them. Any hospital which purchases, 
receives, and uses supplies, is employing someone 
who is serving in the capacity of a receiving clerk, 
and the bookkeeper is charged with the responsi- 
bility for the payment of the merchandise re- 
ceived, as well as with some responsibility for 
seeing to it that the goods to be paid for have 
been actually received. All hospitals, I am sure, 
whether maintaining perpetual inventory or not, 
are concerned with the mechanics of some form 
of physical inventory, since no institution, large 
or small, can possibly afford a lack of some system 
for the control of its supplies. 


I should like to offer a very strong brief for the 
advantages of perpetual inventory maintenance. 
This system serves the necessary purpose of pre- 
senting a picture of the supplies which have been. 
bought, issued, and are on hand. It can serve the 
very useful purpose of guide to the purchasing 
office when certain supplies may reach a low level, 
justifying replenishment. It can serve, further, 
as a barometer of what supplies are in active use 
and which merchandise moves very slowly, or not 
at all. The fluctuations in commodity prices as 
well as the sources of supply are easily revealed. 
It serves to show the amount of issuance, the 
frequency of the same, and to what departments. 
On periodic inventory, discrepancies between the 
amount appearing on the perpetual inventory card 
and the amount found in the storeroom will make 
possible the necessary adjustments and correc- 
ons, and will reveal to the vigilant administrator 
the thoroughness of the application of the system 
In force. 

The Issuance of Supplies 


It should be self-evident to the hospital admin- 
istrator that considerable savings can be effected 
by the sound and economic issuance of supplies, 
M accordance with a well-established system 
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which takes into consideration certain defined 
principles. These include the time and frequency 
of issuance in accordance with a worked-out 
schedule, which gives consideration to the capac- 
ity of the storeroom and its personnel. 


We attempt to keep the fact in mind in our own 
institution that supplies should be stored not only 
in certain relation to each other, but in. relation 
to other supplies which may be issued to a depart- 
ment on the same requisition. While it is the 
common practice to store supplies by classifica- 
tion, such as food products in one location of the 
storeroom, laboratory supplies in another, clean- 
ing materials in a third, etc., we have tried to 
carry this plan a step or two further, with a view 
in mind for time and energy saving. Considera- 
tion is given to the storing of certain supplies 
that may be issued simultaneously with other sup- 
plies to a particular department. Let me illus- 
trate this in connection with our dietary depart- 
ment’s requisitions. Their regular weekly requi- 
sition will call for paper napkins, paper tray 
covers, paper butter chips, etc. The same requi- 
sition will also include cleaning supplies, and sta- 
tionery. All these products are not directly re- 
lated from the classification point of view. They 
are related in regards to issuance. Therefore, in 
the storing of our supplies, we attempt to locate 
them in adjacent areas, in order to make them 
conveniently accessible when weekly orders are 
filled. 


Another time-and-energy-saving factor is the 
storage of supplies in relation to frequency of 
filling. We attempt to locate these items close 
to the point of issuance. While this may sound 
like an exaggerated factor in connection with the 
storage and issuance of supplies, it is nevertheless, 
a fact that in its application we have been able 
to decrease our storeroom personnel, and to put 
up groups of orders in much shorter time than 
before we gave this phase serious consideration. 


With the exception of food and drugs, which 
are issued daily, all other supplies are issued on 
a weekly basis, except in the rarest of emer- 
gencies. 


In our own particular instance, the following 
schedule of issuance has been developed and main- 
tained. Wards and private floors have their sup- 
plies issued on a given day; the dietary department 
on another; offices are supplied on another. day; 
and laboratories still another day. This plan is 
of material advantage to the storeroom personnel, 
in view of the fact that it allows them to con- 
centrate their work in one area of the storeroom 
on certain days, since as already mentioned, sup- 
plies are stored with consideration to the requisi- 
tions of various departments, with the thought 
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in mind of saving time and energy. Another ad- 
vantage of this schedule is that it reduces the 
amount of floor space required to accommodate 
the baskets with orders put up to await delivery. 
After one group of orders are delivered, the space 
may then be devoted for another group of the 
hospital, and it is important to remember that 
floor space is of exceeding value in a busy store- 
room. An additional advantage to be stressed 
is that the employees from various departments 
are not calling for their supplies at the same time, 
thereby increasing the demands upon the supply 
department personnel and wasting their own time, 
necessitated by waiting around to be served. 


Requisitions 


All departments are required to submit weekly 
requisitions for needed supplies. This makes pos- 
sible more efficient supervision and planning in 
the use of their supplies, and it reduces the repe- 
titious request for issuance several times during 
the week. As already mentioned, daily requisi- 
sitions are permitted for drugs, for perishable 
foods, for emergency requirements, and for the 
urgent replacement of breakage. Emphasis is 
placed not only on the weekly requisition but on 
the limitation of the number of requisitions sub- 
mitted by a department, since they require care- 
ful scrutinization and handling by the department 
heads and the administration of the hospital. 


Requisitions are written in duplicate. One is 
retained by the person making a requisition, and 
the other goes down to the department head for 
approval. The duplicate retained is used for 
checking the supplies when delivered. Depart- 
ment heads are privileged to cut the quantities 
requested but not to increase them. Requisitions 
then. go to the office of the assistant director, who 
scrutinizes the quantity and types of supplies 
ordered, and who is privileged to cut the quan- 
tities, according to his judgment of the depart- 
ment’s needs. When the amount originally re- 
quested is cut, either by the department head or 
the assistant director, a line is drawn through the 
amount originally requisitioned; and the quantity 
finally allowed written in above. The department 
is notified of the cut, in order that they may 
change their original copy of the requisition, 
since their figures must correspond to the quanti- 
ties which the supply department will fill follow- 
ing the receipt of the approved requisition from 
the office of the assistant director. 


Certain. control measures are followed in con- 
nection with the writing up of the requisitions. 
These include writing in ink, indelible pencil, or 
typewriter. The amount requested must be writ- 
ten out rather than a numeral used. No erasing 
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is permitted, but rather a line must be drawn 
through the original requested amount anc the 
new amount written out above. This is an im- 
portant factor in the prevention of alteration, 
Another control measure which might be men- 
tioned is the drawing of diagonal lines across the 
unused part of the requisition. This makes im. 
possible the writing in of additional items after 
the approval of the requisition. 


Upon receipt of the requisitions, the storeroom 
clerk fills them by placing the requested articles 
in baskets, and writes the figures in the column 
opposite the quantity requested. The articles on 
the original requisition after being delivered to 
the particular part of the hospital where they are 
going to be used are checked against the retained 
copy of the requisition by a representative of the 
department which requisitioned the same. Any 
discrepancy found is immediately called to the 
attention of the storeroom, in order that an im- 
mediate investigation and correction might be 
made. The completed original requisition, after 
being filled and signed, is numbered and recorded 
in the storeroom by number before being sent to 
the inventory clerk for posting. It is important 
to emphasize that the proper control of a requisi- 
tion must be maintained all along the line, if time, 
energy, and proper service are to be considered 
important factors in sound hospital administra- 
tion. 


Responsibility for the use of departmental sup- 
plies must be vested in the department head or his 
assistant, preferably with the person making up 
the weekly requisition, since that person is usu- 
ally informed of the departmental requirements 
and is in an excellent position to control the proper 
use of its supplies. 


In order to reduce breakage to a possible min- 
imum, as well as to foster the economic use of 
supplies and equipment, the users in the various 
parts of the hospital are instructed in their proper 
use and application. As an example, in the use 
of dishwashing and floor soaps, users are in- 
structed and checked in. the preparation of the 
proper solution. In connection with the replace- 
ment of breakage and outworn supplies, it is our 
practice to insist that the broken article be 
brought down for exchange, and that the sup- 
posedly no longer useful article be presented for 
proper inspection, to determine whether it is to 
be discarded. It is our practice, for example, to 
make interns bring broken syringes and other 
items to the office of the assistant director, where 
a record is kept of the breakage by each indi- 
vidual intern for a given period. In the same 
degree, nurses are expected to bring their break- 
age to the training school representative. Vari- 
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ous plans have been tried for the control of break- 
age in the dietary department, including the giv- 
ing of certain bonuses to the dishwashing and 
other personnel. While I reluctantly confess that 
too great fruitful results cannot be claimed, con- 
stant watchfulness and a realization, by hospital 
employees that such watchfulness is the practice 
has a sound moral effect in preventing greater 
breakage. 


Constant reminders of the personnel as to cer- 
tain abuse of supplies is our practice. For ex- 
ample, their attention is called to the waste occa- 
sioned by the use of printed forms for scratch 
paper purposes. On, the other hand, it is our prac- 
tice to stimulate the use of discarded forms 
which no longer have any value as permanent 
records. 


I should like to call the attention to our con- 
sideration of the weather as a factor in the effi- 
cient operation of our storeroom. Our regular 
chinaware orders are delivered in approximately 
twenty straw-packed barrels. The unpacking of 
tightly packed straw is an uncomfortable task 
for hot weather. Plans are made, therefore, for 
the annual supply of china to be delivered during 
the winter months, when inside working condi- 
tions are more favorable to comfort and efficiency. 
Our annual linen orders are timed for delivery 
in the fall or winter, when. a large shipment, heavy 
to handle, may be taken care of with less and 
more comfortable physical effort. These may ap- 
pear trifling, but they serve as indirect examples 
of the application of certain efficiency measures 
with benefit to the hospital. 


Frequent tours of inspection for the purpose of 
study as to the use of supplies and possible waste, 


and to see that items are not hoarded and care- 
lessly stocked, have proved of most important 
benefit. 


It is our practice to have the storeroom keeper 
call the attention of the administration to any 
requisition in apparent marked excess of the nor- 
mal use of a particular department, when this 
fact may have escaped the attention of the ap- 
proving department head and the assistant ad- 
ministrator. 


In conclusion, I should like to emphasize the 
important fact that proper purchase, adequate 
receiving, satisfactory storing facilities, sound 
methods of issuance, the careful use of the sup- 
plies issue, the keeping of proper records, all play 
their part in the promotion of efficiency and 
economy. Proper rules and regulations govern- 
ing the use of supplies are important, if a willing 
hospital personnel will cooperate in the economic 
maintenance of the institution. This requires 
educational emphasis through department heads 
to their personnel, in the receiving room and’ 
storeroom, in the wards and on the private floors, 
and in the various departments of the hospital. 


I am mindful that I have contributed but very 
little to the existing knowledge on this subject. 
I would, however, offer.a strong brief for the 
possibilities which exist for the promotion of effi- 
ciency in. connection with the purchase, control, 
issuance and use of hospital supplies, to the end 
that the patient may be better and more econom- 
ically served. We are mindful of the economies 
which are possible in the exercise of sound pur- 
chasing principles. We should be equally mindful 
of the tremendous possible savings in the main- 
tenance of efficient control and issuance. 





<i 
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Bryce L. Twitty Becomes Superintendent of Hillcrest 
Memorial Hospital 


Bryce L. Twitty, who has been on a leave of 
absence from Baylor University Hospital, Dallas, 
Texas, to organize the Texas Hospital Service 
Plan, has accepted the superintendency of the 
Hillcrest Memorial Hospital, formerly the Morn- 
ingside Hospital, Tulsa, Oklahoma. 


Mr. Twitty has been superintendent of the Bay- 
lor University Hospital for the last nine years. 
Mr. Twitty was president of the American Protes- 
tant Hospital Association, and one of the best 
known administrators in the hospital field. It was 
in the Baylor University Hospital that Bryce L. 
Twitty and Professor Justin F. Kimball organized 
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the first plan for the periodic payment of hospital 
care that was established in the United States. 
The success of the plan at Baylor Hospital at- 
tracted the attention of the hospital field, and 
particularly the American Hospital Association, 
and a study for the formation of hospital service 
plans on national scope was undertaken. 


When the hospital service plan was organized 
on a state-wide basis in Texas, Mr. Twitty became 


~ a natural selection for its director. Having estab- 


lished the plan in Texas on a sound and efficient 
basis, Mr. Twitty desired to re-enter the field of 
hospital administration and accepted the super- 
intendency of one of Tulsa’s best institutions. 
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Standards for the Work of the Chaplain 
in the General Hospital 


REV. RUSSELL L. DICKS, D.D. 


Protestant Hospital Association that the 

spiritual needs of many patients, both in pri- 
vate and public institutions, are not receiving 
proper attention.. In some instances patients are 
not receiving any spiritual care, in others they 
are receiving altogether too much. We know of 
institutions where as many as seven or eight 
different religious workers may speak to the same 
patient in a given afternoon while hundreds of 
other patients in the same institution receive no 
attention. It has also come to our attention that 
many religious workers in hospitals attempt to 
force their own religious views upon the patient 
whether he desires them or not. 


It is our hope that through the following sug- 
gestions hospital administrators, board of direc- 
tors, medical staffs and church authorities will 
be aided in judging the nature of the religious 
work going on within their institutions and fur- 
ther, that they may be aided in securing a more 
adequate type of chaplaincy service. 


It is not our thought that all the suggested 
standards which follow shall be considered mini- 
mum standards but that they shall present a goal 
toward which the institution and the chaplain 
shall aim in serving the religious needs of their 
patients. However, there are certain practices 
which we consider indispensable in the chaplain’s 
work; where such practices are not being followed 
we suggest that serious attention be given to an 
investigation of why they are not by someone in 
authority. In the list which follows we indicate 
those which we consider minimum standards by 
marking them with an asterisk. 


1 The Chaplain Shall Be Responsible to the 
Administrator of the Hospital* 


[ has come to the attention of the American 


a—lIt is preferable to have the chaplain or chap- 
lains employed and paid by the hospital, just as 
it employs its medical social workers and other 
regular personnel; thus the chaplain’s work and 
his time are more directly answerable to the hos- 
pital administrator. This will in no way conflict 
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with the clergyman’s ordination vows or his 
higher loyalties. 


In the past when treatment of the soul was 
considered as apart from medical care of the pa- 
tient, and was believed to have nothing to do with 
his health, the hospital and the physician were 
not greatly concerned with the spiritual condition 
of the patient, although some medical men have 
always recognized a close alliance between body 
and soul. 


b—While a chaplain assigned to a hospital may 
receive his salary from a church or federation of 
churches he still should be under the supervision 
of and directly responsible to the hospital admin- 
istrator, for it is essential that his work be coordi- 
nated with the other care which the patient is 
receiving. Further, the administrator is in posi- 
tion to see that the work of one chaplain does not 
conflict with or overlap that of another. 


The primary reason that the spiritual care of 
our patients has gone unattended is that various 
branches of organized religion have not seen fit 
to cooperate with each other. While this attitude 
is rapidly disappearing, there still are those who 
work independently of other recognized clergy- 
men. The hospital administrator is in position to 
insist that a proper plan be worked out whereby 
there will be no overlapping of this work. Also, 
if there is a tendency on the part of the chaplain 
to be overly aggressive, the hospital administra- 
tor may counsel with him or his superiors in re- 
gard to such tendencies and thus protect the 
patient, without endangering the effectiveness of 
the work of other clergymen whose methods are 
different. 


We consider this point to be indispensable as 
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has been indicated above, although we recognize 
that many institutions permit contrary proced- 
ures. But it is in just these institutions that 
crude and ineffective spiritual work is being done. 


2 The Chaplain Shall Cooperate with the Other 
Personnel of the Hospital* 


In the past, even in the church hospital the 
chaplain has been inclined to work independently 
of other members of the hospital personnel. He 
was permitted to find those who wanted and 
needed his attention as best he could which has 
often meant that he spent his time wandering 
from bed to bed and room to room while those 
who most needed the help and encouragement he 
could give went unattended, simply because the 
medical and the nursing staff did not direct him 
to those in greatest spiritual need. We recognize 
that there were reasons for this lack of coopera- 
tion, but we deplore the fact rather than the rea- 
sons for it. We believe that where the chaplain 
is trained and disciplined in his task the reasons 
no longer hold. Working as a member of the team, 
at whose head is the physician, the chaplain is 
able to pass valuable information on to the physi- 
cian which should be considered in the treatment 
of the patient. This does not mean that the chap- 
lain, any more than the doctor, does not respect 
confidential information given him by the patient 
in the form of confession. But a wise physician 
needs only a hint concerning the cause of appre- 
hension or worry in order to conduct his treat- 
ment of a patient accordingly. 


Cooperation with the staff means that the chap- 
lain is available for consultation in regard to his 
knowledge and ministry to a given patient and 
that he holds himself responsible for that min- 
istry. The initiative for this cooperation in a 
specific case may come either from the physician 
incharge or from the chaplain. It does not mean 
necessarily that every patient the chaplain sees 
will be discussed with the physician but it does 
mean that he shall be available for such discus- 
sion if the occasion arises. 


Often complaints or requests come to the hos- 
pital administrator which he knows can be‘ handled 
by the chaplain and which may overlie deeper 
spiritual needs. Further, an alert admission clerk 
tan observe patients who are especially apprehen- 
sive upon admission to the hospital and pass the 
information on to the chaplain. The nurse often 
knows what is in the patient’s mind, sometimes 
even better than the doctor; she can suggest to 
the chaplain that he call upon a given patient who 
8 worried, lonely, bored or apprehensive. 
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This does not mean that the chaplain will see 
only those persons with especially difficult prob- 
lems or who are under grave stress but it does 
mean that such patients will have preference in 
his attention and that his efforts will be concen- 
trated upon a relatively small number of persons 
who need help, in contrast to the general practice 
of spending most of one’s time in calling upon 
patients who may get along quite as well without 
the chaplain’s aid. 


If a chaplain is to have a place in the hospital, 
even to be permitted inside its doors, he must be 
of such character and judgment that he can be 
trusted with complicated human and spiritual 
problems. This will mean having the confidence 
of the staff, for many of these problems must be 
worked upon by more than one person. A patient’s 
own. minister is really in the category of the 
patient’s family. It is noteworthy, in this respect, 
that few doctors, nurses, or medical social work- 
ers, give much thought to the use of a patient’s 
own minister when dealing with a complicated 
problem. We believe this to be an unfortunate 
oversight. 


We speak of this only to indicate that we are 
suggesting a new position for the chaplain in the 
hospital family of workers. If some hospital ad- 
ministrators and medical staffs protest that they 
have long recognized such a position we com- 
mend them but we still maintain that such a 
recognition and practice is not general. Further, 
recognition may have existed in many instances 
and not have gone beyond the recognition stage. 
We realize that gaining this cooperation is a 
major task and one which, in general, still re- 
mains to be accomplished. We believe, however, 
that progress is being made in that direction and 
that such a study as this makes its contributions 
to that cooperation. 


3 The Chaplain Shall Have a Rational Plan for 
Selecting His Patients* 


We do not consider that the routine practice 
of seeing every patient in a hospital, with no pref- 
erence given to any one person on the basis of 
need, to be commendable, or that such a practice 
can be said to be following a definite plan because: 
We do not believe that there are many chaplains 
who can call upon a considerable number of pa- 
tients and make any significant contribution to 
their spiritual well being due to the amount of 

1In this connection we would call attention to the Commit- 
tee on Religion and Health of the Federal Council of the 
Churches of Christ in America. The Committee is made up of 
physicians, clergymen, and laymen, who are especially inter- 
ested in the relation between religion and health. The Rev- 
erend Seward Hiltner is executive secretary of the Committee; 


inquiries concerning its work may be addressed to him at 297 
Fourth Avenue, New York City. 
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time needed for such work, if for no other reason. 
On the basis of the experience of several well- 
trained Protestant chaplains who have kept care- 
ful records of their work in general hospitals for 
acute illness, we would estimate that some twenty- 
five to thirty-five patients at the most, and pref- 
erably a fewer number, is all that one clergyman 
can follow at a given time. This does not mean 
that he will see thirty in a given day. It may mean 
that he will see three or four of the number every 
day during their acute condition; four or five 
others every second day; a larger number every 
third day, and the rest once a week. Some of these 
patients will need work which must be done out- 
side their immediate presence such as consulting 
with the physician, the social worker, the family, 
or the patient’s own clergyman. 


If a chaplain is to follow this recommendation 
he must have a plan whereby he finds the thirty 
patients selected from a larger group who 
especially needs his attention. 


The first plan we would suggest is one that con- 
sists of several parts. It may be followed in a 
small hospital with one chaplain or in a large 
institution which has several, respresenting vari- 
ous religious groups, if there is close cooperation 
between the chaplain and personnel. 


a—The chaplain should see those patients 
which the physicians staff request him to see. 
These will be persons with definite and usually 
acute need; they will be difficult assignments and 
may call for intensive and long time contact before 
the need is met. Despite the stubborn and often 
disheartening nature of these assignments they 
are the most important patients the chaplain will 
see. Gradually a medical staff learns, as does a 
given chaplain, the nature of the problems with 
which he can deal effectively. Some physicians 
will say to a chaplain, “See all my patients. They 
all need it.” That is not selective referral and 
does not help a chaplain in selecting those who 
most need his help. 


If a chaplain has worked in an institution for 
any considerable length of time, perhaps one or 
two years, and still is not receiving requests from 
the medical staff to see patients, then we suggest 
that his work be carefully investigated. It may 
be that because of his personality or his methods 
he is not effective. 


b—There will be some patients who ask to see 
a clergyman. This number is far greater among 
Roman Catholics and Anglo Catholics than among 
Protestants. From the clergyman’s standpoint 
these are not difficult assignments, as the patient 
will know why he wants a clergyman and when 
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the minister arrives will tell him why he was 
called. Beyond the patient’s conscious need may 
be apprehensions or worry or guilty feelings 
which must be dealt with, but even so the task 
will not be difficult. 


In connection with such requests we know of 
both private and public hospitals who have called 
clergymen from outside their institutions to meet 
such requests for years without so much as q © 
“Thank You.” The personnel of a hospital assumes 
much when it assumes that just any clergyman 
has either the training or the obligation to deal 
adequately with the request of persons he has 
never seen before and of whom he knows nothing, 
simply because the services of a clergyman are 
requested. 


c—The hospital admission slips will be a third 
source by which patients will come to the chap- 
lain’s attention. However, the usefulness of the 
admission slips for him will be determined by the 
information which they reveal. He will be inter- 
ested in the patient’s name, address, age, occupa- 
tion, religion, diagnosis, and name of the attend- 
ing physician. He will know that on the basis of 
his illness one patient faces greater spiritual 
stress than does another. 


It has been observed that patients who are some 
distance away from home and therefore cannot be 
visited frequently by their families and friends, 
are often given to loneliness and restlessness; pa- 
tients facing major adjustments to physical disa- 
bilities following surgical treatment often become 
depressed; patients facing major surgery, és- 
pecially if they know something of the nature of 
the operation, are apt to be apprehensive, for they 
naturally think of death; patients facing long con- 
valescence may have a hard time accepting the 
fact in the early days of their illness. Finally, 
those patients and the families of patients who 
are facing death the chaplain needs to know about. 
These are all stress conditions which bring to the 
surface of the patient’s mind thoughts and atti- 
tudes with which the chaplain is_ especially 
equipped to deal. Many of these situations can 
be picked up from the admission slips, but obvi- 
ously not all of them, therefore, there is the need 
for close cooperation between physician and 
chaplain. 


Another source whereby patients come to the 
attention of the chaplain is the request made by 
the patient’s own clergyman. These requests may 
or may not be significant, but the clergyman mak- 
ing the request will usually indicate what he 
thinks is his parishioner’s need. Beyond the call 
itself the chaplain will be able to serve as an 
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interpreter of the patient to the physician of in- 
formation gained from the clergyman as well as 
interpret the patient, doctor, and hospital to the 
outside minister who in turn may be of great help 
to the family with whom he is in contact. This 
is not as complicated as it sounds—and when one 
remembers how difficult and critical some families 
are of administrator, doctor, nurse, and the hos- 
pital in general, one welcomes any assistance. 


We recognize that the great majority of hos- 
pitals will not have chaplains and will be depend- 
ent upon the local clergy for a ministry to their 
patients. In the State of Wisconsin, for instance, 
of 137 hospitals only nine have over 200 beds and 
101 have below 100 beds. This would be generally 
true of other states. The total problem of the 
spiritual ministry to the sick in general hospitals 
must be considered in the light of the small hos- 
pital as well as the large. 


In the small hospital the administrator may 
well be the person who will suggest and help set 
upa plan which will endeavor to meet the spiritual 
needs of his patients. He should insist that the 
clergy cooperate with each other in the plan as 
well as with the hospital. 


The most satisfactory plan is simply for the 
admission clerk to ask each patient concerning his 
religious and denominational preference upon his 
admission to the hospital. At the Massachusetts 
General Hospital of the patients admitted to the 
general wards some ninety-eight per cent ex- 
pressed a denominational preference although only 
some fifty per cent were actually affiliated with a 
given church. It was further observed that only 
some one half per cent objected to the question 
or inquired why the question was asked. 


Once this information is gained a postal card 
toa minister of the preferred denomination giving 
the name of the patient is all that need be done 
by the hospital. If there is more than one church 
of a given denomination in a community the min- 
isters will decide how the cards may be divided 
over and above their own parishioners. 


Attention should be given first to those patients 
who are under especially great stress, as: patients 
who are lonely, facing long convalescence, who 
have few callers, who are obviously worried about 
something; and then those who on the basis of 
their physical condition are facing difficulties: 
serious surgical operations, adjustment to handi- 
cap, death, and the families of those facing death. 
It hos been observed on the basis of several hun- 
dred cases that because a minister calls the patient 
does not think he is facing death, where it has 
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been true the patient was thinking it already. 
However, we do not believe it is desirable to call 
the minister just because a patient is dying (un- 
less of course the patient expresses such a desire), 
unless he is being called for other conditions and 
thus would be familiar with the hospital and with 
the attitudes of the sick, so that he may be 
counted upon to relieve stress rather than add 
to it. 


In following such a plan it is important that 
the individual clergyman shall see only those pa- 
tients whose names have been given him. If once 
in the hospital some of the ministers spend time 
in making general and miscellaneous calls upon 
persons of whom they know nothing, the whole 
plan will break down. This should be made clear 
at the outset. 


(This report may be used as a guide to the 
administrator of the small hospital adapting the 
parts that are practical in his particular com- 
munity.) 


4 Records of the Chaplain* 


While we do not consider it indispensable that 
the chaplain shall keep records we recognize that 
the fact that he does not is the chief reason why 
a chaplain has not up to the present time been 
considered a necessary person in a well equipped 
hospital, but has been someone who was tolerated 
so as not to offend church people who were or 
might become givers to the hospital. There are 
three kinds of written records which the chaplain 
may keep: 


a—tThe first, which is not generally accepted, is 
that of writing in the clinical or medical record 
itself. This is a brief note, similar to that which 
the consultant writes, which is simply a record 
of the chaplain’s impression of the patient. The 
chaplain often discovers significant things about 
a patient which the physician needs to know; 
these discoveries as well as impressions should be 
available in the record. Such a note does not 
reveal confidences which may have been shared 
with the chaplain nor does it, in any way, infringe 
upon the sacred nature of the confessional. 


b—The second type of record is a notebook or 
card index which the chaplain keeps for his own 
use as a check against his memory. These records 
may be a simple listing of the patient’s name, his 
address, the date of his admission, the name of 
his doctor and the number of calls made upon him 
by the chaplain. This should be a daily record. It 
will be from this record that the periodic reports, 
referred to below, will be drawn. 


c—tThe third and more elaborate record is one 
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which is kept in the chaplain’s own file and is 
written in detail. This is a definite method used 
especially in difficult assignments to help objectify 
the patient’s need in the chaplain’s mind and to 
show him the mistakes and failures he has made 
in his work. 


The ideal system is a combination of b and c. 
Further, it is important for the chaplain to make 
periodic reports, preferably written reports, to 
the hospital administrator, to the board of direc- 
tors of the hospital, and to the church authorities 
under whose auspices he is serving. 


5 Worship in the Public Hospital 


Worship must be interdenominational in char- 
acter. Illness, poverty and disease know no de- 
nominational barriers. Unity, cooperation, under- 
standing and love go hand in hand with health. 
Friction, misunderstanding, factions and divisions 
among those attending the sick are unhealthy. 
Physicians of different schools of thought meet 
before the patient with but one concern, that of 
cooperating and of healing the broken body. 
Whether there be many ministers or priests visit- 
ing the institution or not, cooperation and mutual 
understanding must be in evidence. The chapiain, 
especially, is called upon to serve those belonging 
to other denominations than his own. 


A hospital or sanitarium must not be thought 
of as a convenient place where young people’s 
societies and missionary groups are allowed to 
practice on the patients. Quite often people take 
the attitude that anything goes especially in the 
public hospital. The patients are looked upon with 
pity and the statement, “Inasmuch as ye did it 
unto the least of these, my brethren, ye have 
done it unto me,” is misunderstood. Ordained 
men, commissioned workers and those recognized 
as qualified are the only ones who should be per- 
mitted to call upon the individual patients. Fly- 
by-night missions and missionaries have no place 
in the hospital or sanitarium. 


The hospital is no place for proselyting and 
for public conversion services. The patient can be 
challenged to Christian living and Christian ideals 
without causing emotional strain. Here personal 
conduct and attitude of the clergyman can do 
much to prevent such strains on the part of a 
patient. Each minister or chaplain is responsible 
for his own personal attitude toward the patients 
and his conduct should never induce emotional 
strain. On the contrary, it should produce calm 
and rest and a spiritual and mental uplift. 


The message must be simple, not juvenile; com- 
forting, not self-pitying; dignified, not slipshod; 
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sane, not sentimental. Talks on propaganda for 
peace, war, social action and the like have no place 
in hospitals. Yet the patient can be challenged to 
trust, kindness, brotherliness, self-control and the 
other Christian virtues. The Easy Gospel and the 
Easy Salvation type of preaching is also taboo for 
the hospital. 


The worship service in a general hospital for 
acute diseased is quite different from that in a 
sanitarium or convalescent type of institution. In 
the former case, the work is with patients who 
are in the hospital for a short duration of time. 
The population shifts daily. The worship is usu- 
ally at the bedside; very seldom does one meet a 
patient in a public worship service more than 
once. When the patient can attend a service in, the 
chapel, he is well on the road to recovery. One’s 
worship service in each instant is a unit in itself. 


However, in the sanitarium or the convalescent 
type of institution, the patients are there for a 
longer period of time, quite often for a period of 
years. A more constructive program can be pre- 
pared. A series of sermons can be preached, for 
the congregation is stable and the population of 
the institution changes gradually and slowly. The 
chaplain knows the patients and they in turn know 
him. He is called upon more often by them and 
he becomes their pastor during their stay in the 
institution. The pastoral work in institutions of 
this type is more encouraging and the results are 
more noticeable. The chaplain shares the patients’ 
troubles and their sorrows, their joys and their 
advancements in the healing process. 


6 The Training of the Chaplain* 


It is essential that any one who is to serve as 
a chaplain should have adequate training for that 
task. Although the training given by theological 
schools along pastoral lines is improving, it can 
not be assumed that all ministers, even those with 
good academic training, are equipped to work as 
chaplains. Three or four fundamental principles 
emerge from experience with the training of 
chaplains. 


a—The chaplains should have completed col- 
lege and seminary courses at accredited educa- 
tional institutions. This becomes especially im- 
portant as the educational standards for other 
hospital personnel are rapidly rising. To be 
markedly inferior in educational background 
would place a tremendous obstacle in the chap- 
lain’s way, regardless of how. great his skill or 
deep his understanding. It is still true that less 
than half of all ordained ministers could meet 
these educational standards. Unless the circum- 
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stances are exceptional, these educational quali- 
fications should be insisted on. 


p—The chaplain should have a course of super- 
vised clinical training. Resources and facilities 
for such training have been expanded in recent 
years, and there are probably close to a thousand 
men who have had some training of this sort 
within the past fifteen. years. The supply is still 
inadequate, but it will grow in direct proportion 
to whether hospitals demand it of their chaplains, 
just as medical internships grew rapidly a few 
years ago. Such training is obviously the best 
safeguard the hospital has against getting chap- 
lains, who, with the best will in the world, do not 
have the skill to do the required job. The essence 
of such training is found in the medical intern- 
ship or social case work field experience, namely 
the securing of training and experience under 
adequate supervision.’ 


ec—Although a man with experience should have 
preference over one without experience other 
things being equal, no adequate statement can be 
made about a minimum amount of experience re- 
quired of candidates. One reason for this is that 
the best trained men. are apt to have had com- 
paratively little experience, in terms of years. 
Another is that many chaplains with years of 
experience have been working in inadequate 
stereotype patterns for so long that their experi- 
ence has had a negative rather than a positive 
value. 


d—Selected Protestant hospitals should con- 
sider it a major responsibility to make their fa- 
cilities available for the training of chaplaincy 
candidates and other theological students. Not 
many hospitals are equipped for this, nor would 
be equipped even if they had competent chaplains 
to act as supervisors; but some should be made 
so. It is important also that training be provided 
not only for those who wish to be full-time chap- 
lains but also to theological students who expect 
to go into the parish ministry. They will be deal- 
ing with the sick, with hospitals, serving on 
boards, securing funds, and interpreting hospi- 
tals to the laity all their lives, the more they can 
learn about how to conduct an effective ministry 
in them, and why they are the institutions they 
are, the greater will be the benefit to hospital, 
church and community. This should be a cardinal 


*This supervision as has been found, should be from two 
Sources: from the physician and administrative officers of the 
hospital, and from a chaplain who can teach students as well 
as minister to patients. It is possible that the A. P. H. A. 
might wish to begin to make a very small list—even privately 
and confidentially—of chaplains and hospitals equipped to give 
Such training to candidates. This would have a stimulating 
effect upon securing trained and competent chaplains in other 
stitutions, and would serve as a guide to candidates who 


wished to know where they might get training under adequate 
Supervision. 
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obligation of a distinctly Protestant hospital, if 
it is properly equipped to give such training. It 
is not a happy commentary that to date most of 
the pioneer work along these lines has been done 
in state and community hospitals, rather than in 
church institutions. 


7 The Appointment of a Chaplain 


There are two important questions in reference 
to the appointment of a chaplain: what qualifica- 
tions of personality and training will be sought 
for; and who will make the selection. The matter 
of training has already been discussed. The car- 
dinal question about appointments therefore is 
who will make the selection. This is not a ques- 
tion necessarily of whom will make the appoint- 
ment itself. That should officially be handled, for 
Protestant hospitals, like all other hospital ap- 
pointments, by the administrator of the hospital 
with the approval of the board. 


There are three ways in which a chaplain can 
be selected, or nominated to the appointing power. 
For the moment we refer to chaplains who are 
to be full-time or nearly full-time workers. 


a—The administrator of the hospital may find 
the candidate himself. The danger of it is the 
candidate selected may not be felt to represent 
the denomination or the Protestant churches gen- 
erally, which feeling might limit the chaplain’s 
work. The advantages are that a discriminating 
hospital administrator may choose a chaplain for 
ability alone. 


b—tThe second method is to have a chaplaincy 
committee which is representative of the church 
interests involved, and which makes its recom- 
mendations directly to the board or to the admin- 
istrator. Such a committee should not be set up 
by the board or the administrator, as it would be 
only a variant of (a) above unless the committee 
represents both the board and the church, which 
is often true where there are clergymen upon the 
hospital board of directors. The advantage of this 
plan is that, while the hospital retains the right 
of approval or disapproval of a candidate, the 
church and the church’s interests are genuinely 
served. 


c—The third method is to place the power of 
nomination in the hands of the church. If it is a 
denominational hospital, then the denominational 
authority makes recommendations. If beyond de- 
nominational lines, the church federation is the 
proper body. The disadvantage of this lies in the 
possibility of having cumbersome machinery. But 
it has the advantage, as (b) above, of relating 
the chaplain to church authority. The hospital 
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board would even here retain the right of 
appointment. 


All of the above recommendations are made on 
the assumption that the hospital supports the 
chaplain, which is much the best arrangement. If 
other methods are use to support the chaplain, or 
to support him in part, corresponding changes will 
have to be made in some instances. The cardinal 
principle is to give the hospital the final voice 
about the selection, but to give the churches a 
real part in the matter of recommendation of can- 
didates, assuming certain standards of competence 
have been accepted. 


If a part-time chaplain is being secured, in gen- 
eral the same methods as indicated above should 
be applied. Control can not be as complete as in 
the case of a full-time chaplain, but its nature 
should be the same. 


A further question may well be raised about 
“visiting clergy” in the hospital, assuming that it 
already has a competent chaplain. Naturally no 
question is raised about pastors who call upon 
members of their own congregation. But it is 
seldom clear what privileges should be accorded to 
ministers who see patients who are not their own 
parishioners or what should be demanded of them 
in return, if any such calling is permitted. 


Two suggestions are made. First, a “visiting 
clergy staff” may be set up somewhat after the 
fashion of the medical staff. This plan does not 
need to be elaborate, but guarantees a certain 
competence on the part of any clergyman placed 
on such a staff, and assumes that he has certain 
obligations to the hospital. It would also have 
all the advantages of the plan described below. 


A second plan is for the chaplain to arrange, 
through a private understanding with representa- 
tive clergy of various communions that as occa- 
sions arise where patients belonging to their com- 
munions wish a ministry, which the patient or 
the chaplain feel the chaplain cannot give, that 
one of them may be called. This protects both the 
hospital and the patient, especially in sacramental 
matters. 


Generally speaking, the hospital should not give 
free right of way to clergy indiscriminately ex- 
cept to call upon members of their own parish or 
denomination. The plans above protect the hospi- 
tal administrator from the charge that he is dis- 
criminating against any group yet they recognize 
and accommodate the spiritual needs of the 
patients. 


The problem of selecting and appointment of 
chaplains in community and public hospitals is 
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similar to that in Protestant hospitals in tha: the 
same caliber of candidate is required. The adinin- 
istrative problems may be somewhat different, 
Greatest care must be exercised in the public and 
private community hospital that the group select- 
ing the chaplain is representative of the churches, 
ideally the church federation is the proper agent 
to make the nomination for the Protestant group, 
The Roman Catholic nomination will naturally be 
made the presiding Bishop or some one he shall 
specify. Jewish nominations may be made by the 
Rabbinical association where such an organization 
exists. 


8 Conclusion: It Is Written, “Man Shall Not Live 
by Bread Alone” 


Although it is the main function of the chaplain 
to minister to individual patients, this by no 
means exhausts his usefulness to the hospital. A 
good chaplain will eventually have a marked influ- 
ence upon the indefinable “atmosphere” of any 
institution. The attitude of all workers in the 
hospital has an influence upon this atmosphere; 
and it is important that it be one which shows 
visibly that “in quietness and confidence shall be 
our strength.” The chaplain cannot do this alone, 
but he can help more than any one else except the 
administrator. If he is given opportunity to teach 
in the nurses’ training school, and is afforded other 
opportunities of appearing before the staff he can 
interpret the “spiritual care” of the patient in 
such a way as to infuse new life into a vital truth 
to which all too often only genuflections are made. 


In these great modern institutions where our 
sick and suffering and dying congregate we recog- 
nize that there is much which goes beyond the 
realm of the physical. The clergyman in his min- 
istry to the sick and the dying and to the families 
of the sick and the dying is concerned with aiding 
in the recovery of health in any way he can, just 
as the physician is concerned with helping his 
patient gain comfort and spiritual peace, although 
he recognizes that that is not his major task. In 
like manner the recovery of health is not the 
clergyman’s major task. Rather it is to person- 
alize the “far reach” the “distant view” of re- 
ligion. Through the poise of his person and the 
authority of the “words” which are his profes- 
sionally he encourages the one, relieves another 
of worry, aids still another to accept suffering, 
breaks the grip of boredom for another, gains 
quietness for another in the face of death, and 
comforts another as death comes to claim a loved 
one. Yes, truly, man does not live nor suffer nor 
die by bread alone but by the compassion and 
confidence and poise of those who seek to “do 
him good.” 


HOSPITALS 





—— &> — — Tp mse AS 


Rn 


Preparing for a Catastrophe 


MARCUS D. KOGEL, M.D. 


of sabotage in the United States causing mass 

casualties have focused attention on the need 
for some organization within the community hos- 
pital which is capable of rendering swift and 
effective emergency aid in the event of a catas- 
trophe involving large numbers of wounded. 


To: events abroad and the strong possibility 


The Emergency Unit at Queens 


This presentation describes the organization and 
the functioning of such an emergency unit in the 
Queens General Hospital. It was formed at the 
request of Dr. S. S. Goldwater, Commissioner of 
Hospitals, who is responsible for similar units in 
municipal hospitals in the other boroughs of the 
City of New York. 


At the Queens General Hospital, the detail con- 
sists of three squads of four physicians and four 
nurses each. Two squads only respond to a call 
and these comprise the “Emergency Detail.” The 
third squad is kept in reserve in a position of 
readiness at the hospital. . 


Organizing the Squads of Physicians 


In order to provide three squads of physicians 
available for duty each twenty-four hour period, 
it was necessary to organize six squads, three 
squads to be on duty each twenty-four hours. The 
membership of the Detail is taken entirely from 
the house staff. It is headed by the assistant resi- 
dent on surgery. He is not an additional man but 
is one of the twenty-four physicians who comprise 
the medical personnel of the six squads. The 
senior man in each squad is the squad leader. 


The nurses are selected from those on duty at 
the time of the call. The nurse in charge of the 
day group is the assistant in charge of the out- 
patient department and of the afternoon and night 
groups, the assistant in charge of the nursing 
office respectively. Our nurses have an eight- 
hour day and we, therefore, have to consider 
three groups. On holidays, when the out-patient 
department is closed, the day group is headed by 
the assistant in charge of the office. 
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The nurses are selected from each service so 
as not to disturb the nursing care of patients too 
much during a call. For instance, for the day 
group, one nurse is taken from the male surgical 
ward, one from the male specialty ward, one from 
the female specialty ward, two from the male 
medical wards and two from the out-patient de- 
partment. For the afternoon group, two are 
taken from the female medical wards, one from 
the male medical wards, one from the male sur- 
gical wards, one from the female surgical wards, 
one from the gynecological ward and one from the 
female specialty ward. A similar schedule is pro- 
vided for the night and for the reserve squad. 


The Nursing Assignments 


The nursing assignments are sent to the tele- 
phone operators room daily. The same is true of 
the house staff assignments although the house 
staff schedule is arranged for an entire month. 
The twenty-four hour shifts change each noon 
time for the doctors. During the night shift, when 
there are comparatively few nurses left to cover 
the hospital after the Emergency Detail is called 
out, the night superintendent orders nurses awak- 
ened in the nurses home and put on duty in the 
place of those sent out on the emergency call. 
The nurses assigned to each squad must be told 
their squad assignment so that there is a natural 
division of the Emergency Detail into two squads 
of four doctors and four nurses each. The divi- 
sion of the Detail into squads was to make it 
possible to use only one squad if a larger group 
is not needed. 


Members of the house staff who are squad 
leaders are impressed with the importance of 
calling their squads together, studying the daily 
schedule and making certain that the men are 
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There are four of these medical chests. Two accompany the 

two squads responding to the catastrophe call, one contains 

the supplies of the reserve squad, and one is held as a 
reserve. 


available. The Detail leader is responsible for the 
work of the medical personnel. Conferences are 
held on emergency treatment especially on the 
treatment of surgical shock, fractures, disloca- 
tions, burns, lacerations and neuro-psychiatric 
phenomena associated with fear and terror. 


The Medical Chest 


Each squad is supplied with an emergency 
medical chest. Four medical chests have been 
provided, one for each of the squads making up 
the detail, one for the reserve squad and one chest 
to be held in reserve in case additional supplies 
are needed. The medical chest contains the fol- 
lowing items of drugs and equipment: 


Surgical Set 


Scissors, surgical 
Scalpel and blade 


Clamps, straight 
Clamps, curved 

Needle holder 

Forceps, tissue, plain... 
Forceps, toothed 


Needles, skin, assorted. . 
(4 complete sets of the above, 
each in a sterile container) 


Supplies 


Towels, sterile 
Sponges, 4 x 4 
Sponges, 4 x 8 
Bandages, gauze 
Bandages, muslin 


Adhesive 

Absorbent cotton 
Non-absorbent cotton... 
Tongue depressors 
Applicators 

Bandage scissors 


Sutures 


Catgut, assorted 

Black Silk No. 

Black Silk No. 

Black Silk No. 

Black Silk No. 
Silkworm 

Rubber drains, assorted. 


General Equipment 


Stomach tube 

PUNO, Bee. 6 sn'e sis s « 
Oral screws 

Tourniquet 

Medicine glass 
Medicine dropper 
Safety pins 

Sterile lubricant 

Sterile gloves 


Stimulants and Narcotics 


12 ampoules 
Digalen 6 ampoules 

Amy] nitrite 6 perles 

Caffeine sod. benzoate.. 12 ampoules 
Atropine gr. 1/150 % oz. m.x. = gr. 1/150 
Adrenalin chi. ........ Y% OZ. 

Magendie solution 1 0%. m.x.=gr.% 
Tetanus antitoxin 24 ampoules 

2 ec. syringes 3 

Needles hypo. -: «2.2... 6 

Needles, 3 hypo. ....... 1 

Cotton balls in alcohol.. 


Coramine 


Drugs 


Elix. pheno-barbital ...Oz.iv 
Argyrol 10% 

Iodine 344% 

Collodion 

Tr. green soap 

Alcohol 70% 


Borie acid sol. 4% 

Castor Oil 

Arom. spirits ammonia. .Oz. iv 
Whiskey 

LNA (t) re Lely 3 OCR ORCROR 100 
Luminal, gr. % 

Tannic acid ungt. ..... 

Sod. bicarb. powder 


The chests were made up in our carpenter shop 
to our specifications. 


Sterile surgical equipment in the medical chest 
must be inspected every two weeks and rester- 
ilized. All sterile equipment must be plainly 
labeled with the date tag showing the last date 
of sterilization. The nursing office is responsible 
for the maintenance of the equipment, supplies, 
and drugs. It is required that an inventory be 
taken monthly of the contents of the medical chest 
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Each medication and item of equipment has its definite posi- 

tion in the medical chest. The tray removed from the chest 

contains the sterile surgical instruments and the hypodermic 
medication. 


and truck and the results of* the inventory be 
reported to the deputy medical superintendent. 


Besides the medical chest, the emergency truck 
transporting the detail carries the following addi- 
tional equipment: 

Splint slings 
Basswood splints 
Thomas-arm splint 
Thomas-leg splint 
Stretcher poles 
Stretcher canvass 
Pillows 

Blankets 

H-H inhalator 
Tracheotomy set 
Mosher tube 


Additional splints are carried in the ambulance 
which accompanies the truck to the scene of the 
disaster. 


The tracheotomy set and the Mosher tube are 
kept in the nursing office and are picked up by 
the nurse in charge of the group when the emer- 
gency callcomes in. She also picks up the tetanus 
antitoxin which is kept in the refrigerator in the 
admitting unit. The orderly in the admitting 
unit, on receipt of the notice of the emergency 
call, carries the H-H Inhalator to the truck. The 
medical chests are fully equipped at all times and 
are kept in the garage so that they can be imme- 
diately loaded on the truck. 


Transporting the Emergency Detail 


The transportation of the Detail consists of a 
21 2-ton truck. We realize that a bus would make 
it much more comfortable for the physicians and 
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nurses but we only have a truck available. It 
happens that the truck seats very comfortably 
eight doctors and eight nurses. The medical 
chests stand in the middle of the truck between 
the benches seating the personnel and the addi- 
tional equipment consisting of blankets, splints, 
pillows, etc., is placed in spaces provided in the 
sides of the benches. This is shown in the dia- 
gram. The truck is the one used for work on the 
grounds of the hospital and is, therefore, always 
available. 


Special arrangements had to be made to pro- 
vide a driver for the truck at all times. After 
business hours, the driver of the mortuary am- 
bulance was drafted for duty on the truck. In 
the event that the driver of the mortuary ambu- 
lance is out, the driver of the contagious ambu- 
lance drives the truck. In the event they are 
both out, the driver of the second ambulance 
drives the truck or in his absence, the driver of 
the first ambulance. The ambulance driver in 
charge of the transportation division of the 
Queens General Hospital must keep prominently 
displayed on the desk of the ambulance office, the 
names, addresses, and telephone numbers of the 
ambulance drivers living near to the hospital so 
that additional drivers can be called on duty in 
the event of an emergency. 


The Emergency Supply Truck 


After business hours when the truck is no 
longer used, all the emergency equipment is 
placed in it so that there is no difficulty if a call 


Empty truck with benches on each side, and medical chests 
and inhalator in center. The benches have compartments for 
splints, blankets, additional cotton, stretchers, etc. 
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The nurses and physicians accompanying the “Emergency 
Detail” are in the truck ready to start. The truck is followed 
by an ambulance carrying its regular crew and equipment. 


should come in during the night and assistance 
is not readily available. The driver of the truck 
becomes the clerk of the Unit. 


A sign has been placed on the truck showing 
that it has been commissioned as an ambulance. 
However, the governor which keeps it from going 
more than forty-five miles per hour was not re- 
moved as a safeguard against a tendency to ex- 
cessive speed. 


The signal calling the Emergency Detail to- 
gether consists of four rings of the fire gong. 
This is repeated twice after an interval equivalent 
to the slow count of six. The call for the Detail 
comes in through the Police Telegraph Bureau 
and is transmitted to the telephone operator. The 
telephone operator immediately notifies the nurse 
in charge of the nursing office who sends the 
signal over the fire alarm system. This step 
would be avoided if it were possible for the tele- 
phone operator to send out the call. In order to 
be doubly certain that the signal is given, the 
telephone operator sends four rings over the tele- 
phone of each one of the nurses stations in the 
hospital and on each one of the telephones of the 
members of the Emergency Detail in the staff 
house. 


The ambulance intern who is on call also re- 
sponds since we expect the first ambulance to 
follow the Emergency Detail to the scene of the 
accident. 


On arrival at the site of the accident, the leader 
of the Detail assigns the two squads, makes an 
estimate of the situation and reports to the ad- 
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ministrative officer in charge of the hospital by 
telephone or by message through the ambulance 
returning with patients. Close liaison is main- 


tained with the hospital through ambulances 
transporting the patients. On its return trip, the 
ambulance may be used to transport the reserve 
squad and additional supplies. 


The reserve squad of doctors and nurses need 
not respond to the first call. However, the physi- 
cians on reserve duty report to the admitting 
physician when the call comes in and congregate 
in the Emergency Unit so as to be available to 
leave when ordered to do so. Nurses who are in 
the reserve squad are reminded of their assign- 
ment by the nurse in charge of the nursing office 
and are ready to leave at a moment’s notice. 


During the first month of operation of the 
Unit, drills were held weekly. Drills are now 
held every three weeks. We emphasize during 
these drills, the following: 


Team work of individual squads 
Team work of detail 
Rapidity of callg unit together 
Rapidity of response in loading truck 
Transportation difficulties 
Familiarity with contents of medical chest 
Response during different periods of day and night 
and at off periods including holidays 

8 Treatment of emergencies 


When the Detail leaves on a call, the resident 
on surgery holds himself in readiness to receive 
surgical emergencies. The visiting surgeon on 
emergencies is notified. The admitting physician 
calls the ambulance surgeons who are not being 
used on the ambulance to assist him. The nursing 
office transfers nurses to the admitting unit and 
surgical services to take care of the admissions. 


The Emergency Unit is expected to render 
prompt treatment pending removal of the casual- 
ties to the hospital. No extensive operative pro- 
cedures or definitive treatment should be under- 
taken. Shock is combated, hemorrhage arrested, 
splints applied, dressings adjusted and anti-tetanic 
serum administered. The seriously wounded are 
separated from the less critically injured and the 
walking and sitting wounded from the stretcher 
cases. The flow to the hospital should begin with 
the more seriously wounded. 


A medical group of this type to be of any use 
in an emergency should be under constant. train- 
ing so that all concerned know their jobs and 
where they belong in the scheme of organization. 
Repeated drills iron out rough spots. To leave 
anything to chance is to jeopardize the efficiency 
of the Unit. Constant checking, double checking 
and rechecking is necessary to insure a prompt 
response and a coordinated effort on the part of 
the team. 
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Decentralized Refrigeration and Ice Making 
in Hospitals 


ALBERT W. SNOKE, M.D. 


in hospitals have followed a fairly uniform 

pattern throughout the years. There are 
three common types of refrigeration: (1) individ- 
ual electric refrigerators; (2) individual ice boxes, 
and, (3) a centralized refrigerating plant distrib- 
uting refrigerating medium throughout the build- 
ing. This latter has been the usual type in large 
hospitals. In the case of icé manufacture for 
drinking purposes, refrigeration and oxygen tents, 
it is, with few exceptions, being manufactured in 
bulk and then distributed in a crushed form to the 
floors. Modern improvements in electrical motors 
and compressors, as well as the introduction of 
safer and more efficient refrigerants, are now 
presenting new possibilities in this field. 


RR in Posnitas na and the manufacture of ice 


Recently at Strong Memorial Hospital, the con- 
ventional type of centralized refrigeration and ice 
manufacture has been completely discarded and 
a decentralized system installed. A description of 
the two systems with a discussion of the advan- 
tages and disadvantages of each will set forth the 
picture more clearly than can a theoretical dis- 
cussion. No claim of originality is made for this 
decentralized method of refrigeration, but it is 
felt that some purpose can be served by presenting 
for consideration two systems of refrigeration 
and ice manufacture in hospitals. 


Ammonia Compression Plant With Brine 
Circulating System 


The type of refrigeration originally installed was 
a conventional ammonia compression plant with a 
brine circulating system. A compressor driven 
by a 60 h.p. motor was located in the basement 
of the hospital and this was used to cool the 
calcium chloride brine to 12° F. The brine was 
circulated throughout the entire hospital and med- 
ical school, as well as through a brine tank for 
the manufacture of bulk ice. The brine was used 
to cool the refrigerators of the laboratories, wards, 
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kitchens, storerooms, etc. Ice was manufactured 
in 50 pound cakes in steel cans submerged in the 
brine. ‘These cakes were crushed in a mechanical 
ice crusher, the crushed ice being distributed by 
an ice truck throughout the hospital. (Figures 
1, 2, and 3.) The crushed ice was left in pails in 
the refrigerators of the hospital floors, and was 
used for oxygen tents and ice bags, as well as for 
iced drinks. 


This refrigerating system was installed when 
the hospital was built in 1926. The plant on the 
whole was quite satisfactory ; however, during the 
very hot weather, the temperature in the kitchen 
refrigerators would rise above 50° F., and occa- 
sionally individual refrigerators upon the hospital 
floors would fail because accumulation of rust would 
plug the smaller terminal brine lines. During the 
14 years of operation, no serious leak occurred in 
the ammonia plant. After 13 years, however, 
there occurred a serious break in the brine line, 
necessitating a complete shutdown of the refrig- 
eration system for several days. Sixteen indi- 
vidual refrigerators were obtained as a stopgap, 
but by no means covered the situation adequately. 


The dangers of an ammonia leak in the refrig- 
erating plant, the possibilities of future leaks in 
the circulating brine system, as well as a desire 
for more efficient and sanitary ‘ice manufacture, 
promoted the installation of a decentralized re- 
frigerating system. This was completed in the 
summer of 1940. 


Decentralized Refrigerating System 


The new decentralized refrigerating system con- 
sists of replacement of the large central ammonia 
ice plant by multiple individual units using 
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Figure 1—Removing fifty-pound cakes of ice from steel cans 


“Freon-12” (Dichlorodifluoromethane) as a re- 
frigerant. All hospital floor kitchen refrigerators 
were replaced with individual 30 cubic feet electric 
refrigerators. Over-size compressors were in- 
stalled in each kitchen refrigerator in order that 
a utility room refrigerator in the adjoining room 
could be cooled by use of the same compressor. 


Walk-in Refrigerators 


The walk-in refrigerators in the main kitchens, 
general stores refrigerators, body storage rooms 
in the morgue and the anatomy department, as 
well as various walk-in refrigerators throughout 
the hospital and medical school, were divided into 
units convenient for single compressors. Com- 
pressors varied in size from 14 h.p., for the indi- 
vidual oxygen tents to 5 h.p., which were used to 
cool the operating rooms. The majority of com- 
pressors for the walk-in boxes were 114 h.p. In- 





Figure 2—Crushing of bulk ice 


dividual household refrigerators were installed in 
the pharmacy, and various kitchens in the nurses’ 
home. Provision was also made for refrigeration 
of milk dispensers and salad pans in the dining 
rooms and cafeterias. 


Ice Water 


In addition to the ordinary refrigeration of 
reach-in and walk-in boxes, provision was made 
for ice water on all the nursing divisions as well 
as in the dining rooms. This was accomplished 
in each hospital wing by means of a single con- 
densing unit distributing refrigerant to bubblers 
in each of the divisions of that wing. Water cool- 
ers in the dining rooms were provided for in the 
same manner. Individual water coolers were in- 
stalled in the out-patient department and in the 


laundry. 
Mechanism of Ice Manufacture Altered 


The mechanism of ice manufacture was com- 
pletely altered. Instead of the previous unsani- 





Figure 3—Ice truck used for distribution of crushed ice 
throughout the hospital 


tary, inefficient method of freezing ice in large 
cakes, grinding in an ice crusher, and carrying the 
ice in a truck throughout the hospital, ice is now 
frozen in cubes in individual ice making cabinets 
on each hospital floor, as well as in the main 
kitchens. An ice maker having the capacity to 
freeze 48 pounds in one freezing and 4 freezings 
a day was installed in each floor kitchen. In each 
ice maker two large bins holding a total of 40 
pounds are used as storage. (Figure 4.) The ice 
maker is operated at a temperature of 18° F. At 
this temperature, the ice does not stick to the 
cube trays and does not freeze into solid chunks 
in the storage bins. The ice may be used in the 
cube form for iced drinks and crushed in a simple 
hand crusher for use in ice bags and packs. (Fig- 
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ure 5.) In the majority of the hospital divisions, 
four ice makers are operated from one 2 h.p. com- 
pressor. Individual ice makers are handled by 
14 h.p. units. 


Ice Collars and Ice Bags 


Ice collars and ice bags containing some type of 
“anti-freeze”? may be cooled in the ice makers de- 
scribed above. The advantages of this type of 
ice bag are obvious for the crushing of ice is elim- 
inated and nursing time is saved. Unfortunately 
most of the anti-freeze solutions suggested, in- 
cluding those in commercial ice bags, have not yet 
been found to be as efficient as desired. 


Oxygen Tents Electrically Refrigerated 


Oxygen tents were converted from the ordinary 
type using ice to cool the circulating air to electri- 
cally refrigerated tents. (Figure 6.) A % h.p. 
compressor and cooling coils were connected with 
each tent and the temperature of the tent con- 
trolled by a thermostat. (Figure 7.) 


The new decentralized refrigeration system pre- 
sents several definite advantages when compared 
with the conventional centralized refrigerating 
plant. . 
1 Power Cost 


The estimated load of the old centralized system 
was approximately 892 kilowatts per day calcu- 
lated as follows: 


1—60 h.p. compressor motor. ..12 hr. average 600 kw. 


1—15h.p. brine pump ....... 22 hr. average 264 kw. 
1— 5h.p.ice crusher motor.. 7hr.average 28kw. 
TOTAL 893 kw./day 


These motors were operating every day so that 
approximately 325,000 kw.-hr. were used per year. 


The new decentralized system running at 80 per 
cent of the maximum daily load of 516 kw. would 
use 413 kw. a day or 175,000 kw.-hr. a year. This 
amounts to a saving of 150,000 kw.-hr. a year, 
which at $0.012 per kw.-hr. represents a cash sav- 
ing of $1,800 a year. 


2 Labor Cost 


With the old systems it was necessary to em- 
ploy a full-time iceman, to handle the manufacture 
of the bulk ice, and then to crush and deliver it 
to the various hospital divisions. By manufac- 
turing ice on the hospital divisions, this labor 
cost is not required. The added labor of removing 
the ice cubes from the trays and placing them in 
the storage bins is easily absorbed by the division 
and kitchen maids. 


3 Sanitation 


There is no question but that clean ice is very 
difficult to obtain in a hospital. Under the best 
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Figure 4—Ice cube maker showing ice cube trays and cube 
storage 


of conditions, cultures of bacteria including colon 
bacilli, may frequently be obtained from the ice, 
the ice crusher, the ice distributing wagon, and 
the floors of the rooms where the ice is manufac- 
tured. The man who walks throughout the hos- 
pital delivering ice is usually the same one who 
walks around the ice room getting more ice. Fre- 
quently the large cakes of ice are crushed in a 
mechanical crusher which allows the crushed ice 
to fall upon the floor from where it is shoveled 
into an ice cart or to buckets for delivery to the 
hospital floors. 


The difference between the ordinary crude and 
unsanitary production of crushed ice and the 
freezing of ice cubes in the division kitchen is very 
striking and obviously lessens markedly the possi- 
bility of epidemics spread by means of ice. 








| 
| 
| 
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Figure 5—Hand crusher used for crushing ice in the floor 
kitchen 


4 Economy of Ice Production 


The new system provides ice much more con- 
veniently and economically than the old. The 
large 50 pound cakes were removed from the steel 
containers by means of hot water applied to the 
outside of the can. Obviously ice was melted to 
accomplish this. An additional and appreciable 
percentage of ice would melt before the ice was 
delivered to the floor and was placed in the pa- 
tient’s glass, ice bag, etc. It is estimated that 
approximately 25 per cent of the ice manufactured 
in bulk was lost by melting before any use could 
be obtained from it. 


Ice cubes are now frozen on the hospital floors. 
They are made in trays from which they may be 
broken mechanically and are stored in bins in the 
same ice maker. Thus, there is no appreciable loss 
of ice by melting prior to use. 


5 Oxygen Tents 


One of the biggest problems in the changing 
from bulk ice manufacture to ice cube manufac- 
ture on the hospital division is the cooling of 
oxygen tents. As these tents require a great deal 
of ice (100 to 200 pounds) a day, it does not seem 
practicable to make that amount of ice in an ice 
cube maker. This is particularly true in view of 
the fact that one day four tents may be concen- 
trated on one floor, while at another time the four 
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tents may be distributed upon different divisions 
throughout the hospital. 


The problem was solved by the more general 
use of the Boothby Oxygen face mask and by the 
conversion of the ice cooled oxygen tents to elec- 
trically refrigerated tents. Using the existing 
oxygen tent as a base, a 14, h.p. condensing unit 
and an evaporator were built into the tent so as 
to cool adequately the circulating air. Commer- 
cial electrically refrigerated oxygen tents are 
available from several manufacturers. 


The cooling of the oxygen tent by a compressor 
is much more satisfactory from a nursing point 
of view. There is no ice to carry, and no water 
except the condensate to remove. The motor and 
compressor are quiet and the temperature is easily 
regulated. 


6 Breakdown Possibilities 


As was noted earlier in the discussion, a break- 
down of the centralized refrigerating system may 
be very serious as all the refrigerating facilities 
of the hospital may be affected. The one break 
in the main brine pipe mentioned above necessi- 
tated complete cessation of refrigeration in the 
entire hospital for several days. Failure of indi- 
vidual motors or compressors in the new system 
interrupts a few units only and with standard 
equipment, substitutions of compressors, valves, 
etc., may be made promptly. 


7 Defrosting 


Refrigerators of the old system presented a 
definite problem of defrosting. The coils were 
sometimes defrosted by hand, the ice being re- 
moved by ice picks. A refrigerator of the decen- 





Figure 6—Ice cooled oxygen tent 
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tralized type operating at a temperature of 35° 
F., or above and which does not include an ice 
making unit is automatically defrosted every time 
the compressor stops. On temperatures lower 
than 32° F. arrangements are made to defrost 
the coils as needed by special valving operated 
by the maintenance personnel. 


8 Safety 


A leak or an explosion in the old ammonia re- 
frigeration plant was always a source of danger 
and worry to the hospital. Ammonia vapor mixed 
with air between certain limits will produce very 
destructive explosions. A leak in the ammonia 
system which could occur in a number of ways 
without warning could discharge a large amount 
of ammonia vapor in the basement with resultant 
spread throughout that section of the hospital. 
Even if a spark from the brushes of the adjoining 
60 h.p. motor did not explode the mixture of am- 
monia and air, the presence of the ammonia gas 
itself would make that part of the hospital unin- 
habitable. That such ammonia leaks and explo- 
sions can occur is already a matter of record in 
refrigerating plants and hospitals. “Freon-12” is 
a relatively inert, stable gas which is much less 
toxic and markedly safer than ammonia. 


9 Cost 


The original centralized ammonia refrigeration. 
system was installed in 1926 at a cost of $34,000. 
The decentralized system with the advantages 
noted above as well as increased facilities for re- 
frigeration in the main kitchens and ice water to 
all the hospital floors cost only $27,000. No com- 
parison is available of 1940 prices of both systems. 


Disadvantages of Decentralized Refrigerating 
System 


Two disadvantages of the new decentralized re- 
frigerating system have appeared. 


1 Maintenance—In the new installation are 
included a large number of operating units which 
will require maintenance and regulation. The 
number of units outlined below are in marked con- 
trast with the number of motors, etc., in the old 
system. 


Old System 
Compressors ..........06. 1 (30 tons) 
1 5 3 (2-15 h.p., 1-60 h.p.) 
Expansion valves ......... 1 
Solenoid valves ........... None 
New System 
Gompressors ..........5.- 44 
1 CLOU Sa eee er eee 44 
Expansion valves ......... 82 
Solenoid valves ........... 11 
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It must be pointed out, however, that the main- 
tenance upon the old large compressor and motor 
and the repair and adjustment of the brine lines 
and refrigerators was an appreciable item and 
appeared to be increasing. 


2 Personnel—Refrigeration engineering is a 
profession in itself and obviously the decentraliza- 
tion of refrigeration increased the complexity of 
its management and maintenance. Skilled per- 
sonnel who are especially trained are essential and 
must be furnished by the hospital maintenance 
department or by contract from some outside 
source. On the other hand, it must be pointed out 
that a licensed refrigeration engineer is usually 
required to operate the conventional centralized 
system, and that more than one shift may be nec- 
essary due to the long hours of operation. 


Summary 


The decentralized refrigerating system utilizing 
‘“Freon-12” as the refrigerant has been in opera- 
tion for a few months only. However, the factors 
of safety, convenience, sanitation, and lower costs 
have already been definitely appreciated. In spite 
of the possibility of increased maintenance, it is 
believed that a decentralized “Freon-12” system 
of refrigeration should be seriously considered in 
all future hospital installations. 





Figure 7—Electrically refrigerated oxygen tent 


Minutes of the Meetings of the Board of Trustees 
of the American Hospital Association 
Boston, Massachusetts, September 15, 16, 18, 19, 1940 


Sunday, September 15, 1940 at 9 a. m. by 


T opening meeting was called to order 
President Fred G. Carter, M.D. 


PRESENT 
Fred G. Carter, M.D. Henry M. Pollock, M.D. 
Asa S. Bacon George D. Sheats 


B. W. Black, M.D. Ellard L. Slack 
Rt. Rev. Msgr. M. F. Donald C. Smelzer, M.D. 
Griffin Frank J. Walter 
Ada Belle McCleery Peter D. Ward, M.D. 
Christopher G. Parnall, 
M.D. 


It WAS VoTED: That the minutes of the meet- 
ing of June 15, 1940, be adopted as sent out. 


The Executive Secretary reported the results 
of a mail ballot that had been taken. on the resolu- 
tion to name the Board Room at the Association 
headquarters the “Borden Room” in honor of 
Richard P. Borden. The mail vote of the Board 
was unanimous for the adoption of the resolution. 


It WAS VOTED: That the mail vote on the resolu- 
tion designating the Board Room the “Borden 
Room” be affirmed. 


The Executive Secretary reported that Dr. 
Thomas Parran, Jr., Surgeon General of the 
United States Public Health Service, had extended 
an invitation to the American Hospital Associ- 
ation to send representatives to a conference on 
preparedness to be held in Washington, D. C., on 
September 16 and 17, 1940. 


It WAS VOTED: That the invitation of the Sur- 
geon General be accepted, and that Dr. Claude 
W. Munger, Chairman of the Council on Govern- 
ment Relations, and Dr. Winford H. Smith be ap- 
pointed to attend the conference as representa- 
tives of the American, Hospital Association, with 
the understanding that other representatives may 
be added when and if necessary. 


Rt. Rev. Msgr. M. F. Griffin, as representative 
of the Commission on Hospital Service, brought to 
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the attention of the Board of Trustees the report 
of the Committe on Organization of the Confer- 
ence of Approved Hospital Service Plans, pub- 
lished July 1, 1940. A meeting of the Conference 
for the purpose of considering the report was 
called for Tuesday, September 17. 


A resolution passed by the Administrative 
Board was presented to the Board, as follows: 


“In view of the situation presented by the re- 
port of the Committee on Organization of the 
present Conference of Hospital Service Plans, it 
was resolved that the Administrative Board 
(Commission on Hospital Service and the Council 
on Hospital Service Plans) recommend to the 
Board of Trustees of the American Hospital As- 
sociation the advisability of arranging for an im- 
mediate meeting of the interested groups.” 


In this connection Dr. Carter read a letter from 
John R. Mannix and a copy of Mr. Mannix’s let- 
ter to M. Haskins Coleman, Chairman of the Com- 
mitte on Organization of the Conference. 


After discussion, 


It WAS RESOLVED: That the Board of Trustees 
of the American Hospital Association invite the 
managers of the Hospital Service Plans to appoint 
a committee to confer with the Board of Trustees 
of the American Hospital Association on Monday 
morning, September 16. 


Monsignor Griffin read a copy of his letter to 
E. A. van Steenwyk. 


It WAs VOTED: That the letter be added to the 
discussion on hospital service plans and included 
in the official copy of the minutes. 


The request was presented from the Board of 
Trustees of the Ohio Hospital Association that the 
Board of Trustees consider favorably for sub- 
mission to the House of Delegates the following 
suggestions: (1) The setting up of a type of or- 
ganization for the approval of hospitals; (2) The 
matter of nursing education. 
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It WAS VOTED: That these suggestions be re- 
ferred to the Council on Professional Practice. 


The request of the American Nurses’ Associa- 
tion, that they be invited to assist with the re- 
vision of the Manual of the Essentials of Good 
Hospital Nursing Service prepared by the Divi- 
sion on Nursing of the Council of the American 
Hospital Association, and a Committee of the Na- 
tional League of Nursing Education, was pre- 
sented for consideration. 


It WAS VOTED: That the American, Nurses’ As- 
sociation be invited to assist with the revision of 
the Manual of the Essentials of Good Hospital 
Nursing Service. 


The following resolution, prepared by Chap- 
man & Cutler, attorneys for the Association, re- 
garding the use of the insignia of the Association, 
was adopted by the Board of Trustees: 


WHEREAS, the American Hospital Association 
has sponsored the principle of group hospitaliza- 
tion insurance and in connection with such en- 
deavor has aided in the establishment of Hospital 
Service Plans in various cities and towns through- 
out the United States, and 


WHEREAS, it is the practice of the Association 
after due investigation and observation of any 
plan for group hospitalization insurance, and if 
such plan meets the standards and requirements 
of the Association, to issue a Certificate of Ap- 
proval of such plan and to grant permission to 
the organization operating such plan to use a 
. Symbol or insignia similar to the official copy- 
righted insignia of American Hospital Association 
as a means of signifying that such plan has been 
approved by the Association; and 


WHEREAS, various Hospital Service Plans now 
in operation which have not been approved by the 
Association are using the insignia of the Associa- 
tion, or a similar insignia, without permission 
from the Association to the detriment of the As- 
sociation and to the detriment of Hospital Serv- 
ice Plans which have been approved by the As- 
sociation; and 


WHEREAS, the Board of Trustees of the Associa- 
tion now deem it necessary and advisable to here- 
after prohibit the use-of the insignia of the As- 
sociation, except where express permission so to 
do is granted by the Board of Trustees of the As- 
sociation and also deem it necessary for the pro- 
tection of the reputation of the Association to 
authorize the officers of the Association, to take 
such action as may be necessary to prevent the 


unauthorized use of the insignia of the Associa- 
tion: 
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Now, THEREFORE, BE IT AND IT HEREBY IS 
RESOLVED by the Board of Trustees of the Ameri- 
can Hospital Association that authority and per- 
mission be and the same hereby is granted to the 
corporations, associations, or organizations main- 
taining and operating the Hospital Service Plans 
hereinafter named to use the insignia of the 
American Hospital Association, or a similar insig- 
nia in connection with the operation of said plans 
and in. advertising the same. 


BE IT FURTHER RESOLVED that no person, firm, 
corporation, association or organization of any 
kind whatsoever shall hereafter be entitled to 
adopt or use the insignia of the American Hos- 
pital Association, or any insignia or symbol simi- 
lar thereto, or any insignia or symbol indicating 
or implying that any Hospital Service Plan or 
similar plan has been sanctioned or approved by 
the American Hospital Association without the 
express permission of the Board of Trustees of 
the American Hospital Association to be ex- 
pressed by resolution of said board. 


BE It FURTHER RESOLVED that the proper of- 
ficers and representatives of the Association be 
and they hereby are authorized and directed to 
take such action as may be necessary or by them 
deemed appropriate to prevent the unauthorized 
use by any person, firm, corporation, association 
or organization of any kind of insignia of the 
American Hospital Association, or of any insignia 
or symbol confusingly similar thereto, or of any 
symbol or insignia calculated to or which might 
or could lead the public to believe that the Hospital 
Service Plan, or similar plan, in connection with 
which such insignia or symbol may be used has 
been sanctioned or approved by the American 
Hospital Association. 


It WAS VOTED: That the Executive Secretary 
be authorized to proceed with the visiting and in- 
spection of the facilities offered by cities to be 
considered as the site of the 1942 convention of 
the Association. 


It WAS VOTED: That Monsignor Griffin present 
the annual report of the Board of Trustees to the 
Association. 


A request that the White Cross, an organization 
of physicians in Boston providing medical care 
on a prepayment basis, be permitted to distribute 
literature at the Convention Hall was presented. 
After discussion, 


It WAS VOTED: That the request be not ap- 
proved. 


It WAS VOTED: That the recommendations ap- 
proved by the American Nurses’ Association and 
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the National League of Nursing Education on the 
“Status and Problems of the Hospital Staff Nurse” 
be referred to the Council on Professional Prac- 
tice. 


Letters were read from Dr. N. W. Faxon to 
Dr. Carter and to Dr. Frank H. Lahey, President- 
Elect of the American Medical Asociation, in- 
corporating a letter from Surgeon General Magee 
of the Army, regarding the status of the Medical 
Corps Reserve Officers who are now serving as 
residents, assistant residents and interns in hos- 
pitals. After discussion, 


It WAS VoTED: That this matter be referred to 
the Chairman of the Council on Government Re- 
lations, with the request that it be presented at the 
conference in Washington or at the proper meet- 
ing with the Government representatives; and 
that it be recémmended that medical students be 
commissioned without the requirement of im- 
mediate active duty training, but that active 
duty training be deferred until the completion of 
the prescribed course of medical training, which 
is interpreted to include two years after comple- 
tion of medical school, the time following intern- 
ship not to be longer than the requirements of 
the specialty board in which the medical students 
are studying. 


A request was presented for authorization to 
publish the following bulletins prepared by the 
Council on Professional Practice: “Manual on 
Maternity Care,” “Manual on Mental Care,” and 
“Manual on Dental Care.” 


It WAS VOTED: That action be deferred until 
the next meeting of the Board. 


It was agreed that a meeting of the Board of 
Trustees be held on Monday, October 21, 1940. 


The meeting was adjourned at 12:15 p. m. to 
meet again on Monday, September 16, 1940 at 
9 a. m. 


Respectfully submitted, 


Bert W. Caldwell, M.D. 
Executive Secretary 


Monday, September 16, 1940 


Joint Meeting with the Commission on Hospital 
Service, Council on Hospital Service Plans, 
Committee on By-Laws, Committee on 
Organization of the Conference of 
Approved Hospital Service Plans 


The meeting was called to order at 9 a. m. by 
President-Elect Benjamin W. Black, M.D. 
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PRESENT 

B. W. Black, M.D. 
Asa §S. Bacon 
Fred G. Carter, M.D. M.D. 


Basil C. MacLean, M.D. 
Arthur C. Bachmeyer, 


Rt. Rev. Msgr. M. F. Robin C. Buerki, M.D. 
Griffin George P. Bugbee 
Ada Belle McCleery Graham L. Davis 
Christopher G. Parnall, S. S. Goldwater, M.D. 
M.D. John A. McNamara 
Henry G. Pollock, M.D. John R. Mannix 
George D. Sheats Abraham Oseroff 
Ellard L. Slack C. Rufus Rorem, Ph. D. 
Donald C. Smelzer, M.D. Clinton F. Smith 
Frank J. Walter Frank VanDyk 
Peter D. Ward, M.D. E. A. van Steenwyk 
M. Haskins Coleman 
J. Douglas Colman 
Ray F. McCarthy 


The history of the hospital service movement 
and the relationship of the American Hospital As- 
sociation, to it was reviewed by Monsignor Griffin. 
There had been set up within the Association struc- 
ture a Commission on Hospital Service, a Coun- 
cil on Hospital Service Plans, and an Administra- 
tive Board (consisting of the Commission and the 
Council). The sources of the funds used for the 
plans by the American Hospital Association. were 
outlined. Funds contributed by the plans have 
been spent only for purposes suggested by the 
plans themselves. 


Hospital service pians were set up as a volun- 
tary health program to provide hospital care for 
the wage-earners in such a manner as to avoid 


the necessity of a national plan. of compulsory © 


health insurance. They should not be regarded 
as a cold-blooded insurance proposition, but as al- 
truistic, nonprofit plans of which the hospitals are 
the real foundation. Hospitals guarantee to fur- 
nish hospital service to subscribers whether the 
plans are able to pay the hospitals or not. They 
will continue to determine who shall sell this serv- 
ice and what standards are to be adopted. Be- 
cause the hospitals feel their responsibility, the 
Association wants the movement to succeed and 
will lend every assistance to this end, but wants 
to do this within the corporate structure of the 
Association. 


The Committee on Organization of the Confer- 
ence of Approved Hospital Service Plans stated 
that in submitting the report for the consideration 
of the plans, it was not their purpose to bring 
about a segregation. of the plans from the Amer- 
ican Hospital Association. 


The people of the community are just as much 
interested in the hospital service plans as are the 
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hospitals, and the boards of trustees of the hos- 
pital service plans are made up of the three 
groups primarily concerned, namely: subscribers, 
hospitals, and the medical profession. An inde- 
pendent organization which would divorce the 
plans from the American, Hospital Association 
would be disastrous to the plans. There might 
be a need for an entirely separate organization of 
executives of the plans for the purpose of study 
and research. 


When Monsignor Griffin finished speaking, Dr. 
Black called on Dr. S. S. Goldwater. 


Dr. GOLDWATER: I am afraid I will only add 
confusion to what already exists. I think every- 
thing Monsignor Griffin has said of the history 
of the movement is sound. I believe the responsi- 
bility the hospitals accepted is a very grave re- 
sponsibility. But since the plans were organized, 
that responsibility has developed not as one hos- 
pital in a national grouping, but as hospitals in 
their local grouping. 


In the conversation so far the plans have been 
discussed as if they had an existence independent 
of hospitals. They haven’t. Hospitals locally have 
participated in the plans to a huge extent. Now 
that the movement has started forward we should 
take a fresh view and see what the major re- 
sponsibilities are. 


When the hospitals started the movement, it 
was with the full consciousness that the income 
of the hospitals would be somewhat stabilized. 
The main objective was service to the com- 
munity. Now plans exist with their several mil- 
lions of subscribers, the plans have become—it 
seems to me—cooperative organizations of sub- 
scribers and I think anything done in the organ- 
ization and control should be from the standpoint 
of the subscribers. There should be a board com- 
posed of representatives of the public sympathetic 
to the subscribers, the medical profession, and 
the hospitals themselves, without which the plans 
could not exist. It should be a cooperative agency 
to obtain the commodity which the subscribers 
require. Hospitals have an obligation to furnish 
their service or their commodity on terms they, 
the subscribers, are free to accept as they choose, 
and which they are free to reject at any time. 


I am not sufficiently familiar with the develop- 
ment of the plans locally to speak authoritatively, 
but at the outset the hospitals assumed full re- 
sponsibility. In New York the public is clamoring 
for fuller cooperation in the development of the 
plans. Public representation is being asked for. 
The control of the board is made up of the three 
groups primarily concerned, namely, subscribers, 
hospitals, and medical profession. If any national 
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organization representing all the plans is formed, 
it should in my opinion, correspond to the plan. 
which the local organization has. 


The constitution and by-laws that has been 
presented is the work of able and conscientious 
executives of plans. I think the plans have reached 
planes of development and are destined to develop 
further. I think they have reached a stage where 
they cannot be confined entirely within the Amer- 
ican Hospital Association. I think to assume that 
the American Hospital Association, representing 
the hospitals of the country, would be content to 
have one representative in a governing board of 
nine is a rather large assumption. I think when 
divorce is suggested, it is hardly a fair statement. 
The representation in my opinion is not adequate. 
The proposed organization as brought up may or 
may not be acceptable to the various boards of the 
plans. 


The conference has been an. organization of 
technical executives of the plans. Again it seems 
to me to have been a little rash for a self-appointed 
group of plan executives to propose on a national 
scale an organization which places in it or in 
office the representatives of the plans and allows 
appointment of a representative from each plan 
to the delegate body. If there is to be a national 
organization of plans—and I think the plans have 
increasing problems too broad for the American 
Hospital Association to follow and assume re- 
sponsibility for—the suggestion should be pre- 
sented by the boards of managers of the plans to 
the participating groups that an organization be 
formed in association with the American Hospital 
Association signifying the type of membership of 
which the organization would consist. It may or 
may not be that the board of managers would 
decide there should be an organization of plans. 


While I am stressing independent representa- 
tives of the plans as plans, you must bear in mind 
the plans and their boards are in the hands of the 
hospitals. They cannot pull away from hospitals. 
They are bound up with hospitals. If the plans as 
plans choose to organize, then it seems to me there 
are two types of interest to be represented. 


The plans were set up as a voluntary health 
scheme in such a manner as to avoid necessity of 
a national plan of compulsory health insurance. 
The object of this whole movement of the plans 
is so important I think the plans would be 
thoroughly justified in forming an organization 
of their own. There would be need of an entirely 
separate organization for purposes of study and 
research of plan executives but I think the plan 
drawn up confuses the plan executives and the 
responsibility of the boards of managers of plans 
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in cooperation with the American, Hospital Asso- 
ciation and I am not quite sure but what the 
medical profession should not be brought into the 
plan eventually. 


It WAs VoTED: That the presiding officer, Dr. 
Black, be authorized to appear Tuesday after- 
noon before the service plan executives and the 
committee they have appointed formally to dis- 
cuss the sentiments expressed by the joint meet- 
ing. 


The report of the committee of the service plan 
executives was to be presented at the Parker 
House at 1:45 p. m. Tuesday, September 17, at a 
meeting called by the Administrative Board. 


The joint meeting was adjourned at 11 a. m., 
and was followed immediately by a meeting of the 
Board of Trustees at which Fred G. Carter, M.D., 
presided. 


It WAS VOTED: That the Chair be empowered 
to appoint a committee of the trustees to negoti- 
ate with the proper committee from the hospital 
service group. 


The Chair appointed the members of the Com- 
mission on Hospital Service to serve as the com- 
mittee of the Board. 


Dr. Carter recognized G. Harvey Agnew, M.D., 
Chairman of the Committee on Ethics of the 
American College of Hospital Administrators, 
who had been authorized to lay before the Board 
of Trustees the suggestion that in the drafting of 
a code of ethics there be some cooperation. be- 
tween the American Hospital Association and the 
American College of Hospital Administrators and 
that a joint committee be set up to draft a code 
covering ethics applying to the hospitals as a 
whole, as well as specific points dealing with the 
administrators themselves. 


It WAS VOTED: That the President be author- 
ized to appoint a Committee on Ethics, charged 
to cooperate with the similar committee of the 
American College of Hospital Administrators. 


The following were appointed as the Committee 
on Ethics: G. Harvey Agnew, M.D., Chairman; 
Malcolm T. MacEachern, M.D., S. S. Goldwater, 
M. D., Asa 8. Bacon, Rt. Rev. Msgr. M. F. Griffin. 


The meeting was adjourned at 12:15 p. m., to 
meet again on Thursday, September 19, 1940, at 
8 a. m. 

Respectfully submitted, 


Bert W. Caldwell, M.D. 
Executive Secretary 


62 


Wednesday, September 18, 1940 


Joint Meeting with the Commission on Hospital 
Service and Council on Hospital Service Plans 


A called meeting was called to order at 8 a. m. 
by the President, Fred G. Carter, M.D. 


PRESENT 
Fred G. Carter, M.D. Frank J. Walter 
Asa S. Bacon Peter D. Ward, M.D. 


B. W. Black, M.D. Basil C. MacLean, M.D. 
Rt. Rev. Msgr. M. FF. R.. C. Buerki, M.D. 
Griffin S. S. Goldwater, M.D. 


’ Christopher G. Parnall, C. Rufus Rorem, Ph. D. 


M.D. John, A. McNamara 
Henry M. Pollock, M.D. Abraham Oseroff 
George D. Sheats E. A. van Steenwyk 


B. W. Black, M.D. reported the results of his 
meeting with the executives of the hospital ser- 
vice plans on Tuesday, September 17, and pre- 
sented the following resolution: 


“RESOLVED: That the Board of Trustees of the 
American, Hospital Association authorize the 
Commission on Hospital Service to enter into ne- 
gotiations with authorized representatives of plan 
boards with a view to the formation of a national 
organization of plan boards interlocked with the 
American Hospital Association, the function. of 
which organization shall be the further develop- 
ment of hospital service plans and related activi- 
ties.” 


It WAS VOTED: That the above resolution be 
adopted. 


Dr. MacLean was delegated to advise the plans 
of the action of the Board, and the Commission 
will send out a call for a meeting of the plans in 
the near future. The Commission was requested 
to present a progress report at the October 21 
meeting of the Board. 


The meeting was adjourned at 9 a. m. 


Respectfully submitted, 


Bert W. Caldwell, M.D. 
Executive Secretary 


Thursday, September 19, 1940 


The meeting was called to order at 8 a. m. by 
the President, Fred G. Carter, M.D. 


PRESENT 
Fred G. Carter, M.D. Henry M. Pollock, M.D. 
Asa S. Bacon George D. Sheats 


B. W. Black, M.D. Ellard L. Slack 

Rt. Rev. Msgr. M. F. Frank J. Walter 
Griffin Peter D. Ward, M.D. 

Ada Belle McCleery 
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President-Elect B. W. Black, M.D., presented 
nominations for Council memberships as follows: 


Council on Professional Practice 
G. Harvey :Agnew, M.D. (reappointment) 
Robin C. Buerki, M.D. (reappointment) 
Dr. Buerki was designated as Chairman. 


Council on Hospital Planning and Plant Opera- 

tion 

Fraser D. Mooney, M.D. (reappointment) 

Donald M. Morrill, M.D. (reappointment) 

A. J. Hockett, M.D. (to fill the unexpired term 
of Peter D. Ward, M.D.) 

Lucius R. Wilson, M.D., was designated as 
Chairman. 


Council on Public Education 
George O’Hanlon, M.D. (reappointment) 
Charles F. Wilinsky, M.D. (to succeed 
Michael M. Davis, Ph. D.) 
R. H. Bishop, Jr., M.D., was designated as 
Chairman. 


Council on Administrative Practice 
Arden E. Hardgrove (reappointment) 
Graham L. Davis was designated as 
Chairman 


Council on Government Relations 
Claude W. Munger, M.D. (reappointment) 
Rt. Rev. Msgr. M. F. Griffin (reappointment) 
Dr. Munger was designated as Chairman 


Council on Association Development 
Malcolm T. MacEachern, M.D. (reappoint- 


ment) 

Oliver G. Pratt (to succeed Wilmar M. Allen, 
M.D.) 

Howard E. Bishop was designated as 
Chairman 


Council on Hospital Service Plans 
R. F. Cahalane (to succeed Abraham Oser- 
off ) 
Peter D. Ward, M.D. (to succeed John A. 
McNamara) 
Frank VanDyk was designated as Chairman 


It WAS VoTED: That Dr. Black’s nominations 
for Council memberships be adopted. 


Dr. Black announced the appointment of the 
following members of committees, each to serve 
a 5-year term: 


Committee on By-Laws 
Anthony J. J. Rourke, M.D. (to succeed Clin- 
ton F. Smith) 


Nominating Committee of Assembly Delegates 
Edith B. Irwin, R.N. (to succeed Mary E. 
Skeoch, R.N.) 
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Committee on Nomination of Officers 
Alice G. Henninger, R.N. (reappointment) 


It WAS VOTED: That these appointments be ap- 
proved. 


Requests were presented from the American 
Physiotherapy Association and the American Die- 
tetic Association for the American Hospital As- 
sociation’s approval of the principle that physio- 
therapists and dietitians be given military status. 


IT WAS VOTED: That the Board of Trustees of 
the American Hospital Association approves the 
principle that hospital professional personnel re- 
quired by the Army and Navy be given military 
status the same as the nurses have. 


The likelihood of numerous committees being 
formed in connection with the Preparedness Pro- 
gram was called to the attention of the Board, and 
it was agreed that all such committees should 
function under the Council on Government Rela- 
tions. 


All council chairmen have been. asked to review 
the committees under their councils. Where there 
has been a change in council chairmanship, the 
former chairman has been asked to confer with 
the new chairman and assist him in becoming 
oriented. Each of the councils has been asked to 
carry over until the October meeting, and all have 
agreed. 


An invitation to the Association to hold its 
1942 convention in Minneapolis or St. Paul was 
presented on behalf of the: Minnesota Hospital 
Association by Ray Amberg. An invitation to 
Buffalo in 1942 was presented by Walter S. Good- 
ale, M.D., Fraser D. Mooney, M.D., and William 
Buckley. Kansas City’s invitation was presented 
by L. C. Austin and H. E. Boning, Jr. Invitations 
were also received from Los Angeles, San Fran- 
cisco, and Cleveland. 


It WAS VOTED: That Buffalo, Minneapolis and 
St. Paul, Kansas City and other cities that offer 
suitable facilities to accommodate the 1942 con- 
vention be inspected and reported upon. 


Dr. Carter, in bidding the Board of Trustees 
goodbye, expressed his gratitude and sincere ap- 
preciation of their report and cooperation during 
the year. 


The meeting was adjourned at 10:30 a. m., to 
meet in. Chicago on October 21, 1940. 
Respectfully submitted, 


Bert W. Caldwell, M.D. 
Executive Secretary 








Minutes of the Meeting of the Board of Trustees 
of the American Hospital Association 


18 East Division Street, Chicago, Illinois, October 21, 1940 


HE meeting was called to order at 10 a.m. by 
President B. W. Black, M.D. 


PRESENT: 


B. W. Black, M.D. 
Asa S. Bacon George D. Sheats 
Rt. Rev. Msgr. M. F. Ellard L. Slack 

Griffin Donald C. Smelzer, M.D. 
Edgar C. Hayhow Frank J. Walter 
Basil C. MacLean, M.D. Peter D. Ward, M.D. 


Trustee Henry D. Pollock, M.D., was absent. 


Dr. Black welcomed Dr. Basil C. MacLean, 
President-Elect, and Edgar C. Hayhow as new 
members of the Board of Trustees. 


Ada Belle McCleery 


The Executive Secretary asked the approval of 
the minutes of the meetings of the Board held in 
Boston September 15, 16, 18 and 19. Dr. Mac- 
Lean suggested that the remarks of Dr. S. 8. 
Goldwater at the Joint Meeting of the Board of 
Trustees and the Service Plan Managers be incor- 
porated in the minutes of September 16. 


IT WAS VOTED: That the minutes of Septem- 
ber 15, 16, 18 and 19 be adopted, with the inclu- 
sion of Dr. Goldwater’s remarks at the meeting 
of September 16. 


The Executive Secretary asked if it were the 
desire of the Board that all discussions be incor- 
porated in the minutes. It was agreed that the 
minutes be kept as they have been kept in the 
past, with the exception that when. the inclusion 
of discussions are requested, they be made a part 
of the minutes. 


The Executive Secretary read a letter from 
Richard P. Borden expressing appreciation of the 
action of the Board of Trustees in honoring him. 


The budget for 1941 was presented and studied 
in detail. 
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It WAs VOTED: That the budget for 1941, call- 
ing for an expenditure of $135,733.97, be adopted. 


The break-down of the council budgets was 
studied. 


It WAS VOTED: That an additional person be 
employed for the Bacon Library, effective March 
first, at a salary of $100 per month for the re- 
mainder of the year 1941. The salary of this em- 
ployee to be allocated as follows: 


Council on Association Development: 


From $1,000 item for books, 
persons, G00. 2. 06 ccc cecss $500.00 

From $500 item for Membership 
a ee ee 150.00 

From unappropriated balance of 
councils’ allotment .......... 350.00 


$1,000.00 


It WAS VOTED: That the budgets of the coun- 
cils be accepted with the changes incorporated in 
the preceding motion. 


The following resolutions of the Committee on 
Coordination of Activities were presented for the 
consideration of the Board of Trustees: 


“Resolution I. VoTED: That the Board of 
Trustees be asked to approve the publication 
of 3,500 bound copies and 1,000 unbound 
copies of the Manual on Simplification.” 


IT Was VoTED: That 3,500 bound copies of the 
Manual on Simplification be printed, that one free 
copy be sent to each institutional member of the 
Association, and additional copies be sold at $5.00 
per copy to cover the cost of printing, and that 
arrangements be made to hold the type for six 
months after publication to determine whether 
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the demand for additional copies was sufficient to 


warrant their printing. 


“Resolution II: That the Board of Trus- 
tees be asked to approve the recommenda- 
tion that the Council on Public Education 
discuss with the American Medical Asso- 
ciation, the American College of Surgeons, 
the National League of Nursing Education 
and other national groups the possibility of 
some joint approach to the problem of public 
education.” 


It WAS VOTED: That this recommendation be 
approved. 


“Resolution III: That the Board of Trus- 
tees be asked to approve the suggestion 
that upon, the recommendation of the Chair- 
man of the Council on Public Education 
the President appoint an. advisory committee 
of eight or ten hospital superintendents with- 
in the Cleveland area on matters of public 
education, and that any plan resulting from 
such advice should be submitted to the Coun- 
cil on Public Education.” 


It was agreed that this matter would be handled 


by letter. 


“Resolution IV: That the Board of Trus- 
tees be asked to express commendation 
and thanks to Dr. Michael M. Davis and 
to the members of the Council on Public Edu- 
cation, and to Oliver G. Pratt and the mem- 
bers of the Publicity Committee of the Forty- 
Second Annual Convention of the American 
Hospital Association for their successful ef- 
forts in. obtaining the excellent publicity cov- 
erage of the Boston meeting of September, 
1940.” 


IT WAS VOTED: That this recommendation be 
approved. 


“Resolution VI: That the Board of Trus- 
tees be asked to approve the recommendation 
that Graham L. Davis, Chairman of the 
Council on Administrative Practice, repre- 
sent the American Hospital Association on 
the Committee on Hospital Statistics of the 
American Statistical Association.” 


It Was VoTED: That this recommendation be 
approved. 


“Resolution VII: That the Board of Trus- 
tees be asked to approve the recommendation 
for the establishment of an Institute for Ac- 
countants and Bookkeepers to be sponsored 
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by the American Hospital Association 
through the Committee on Accounting and 
Statistics, in cooperation with the Indiana 
University.” 


It WAS VOTED: That the Board of Trustees 
approve the recommendation for the establish- 
ment of an Institute for Hospital Accountants 
and Bookkeepers to be sponsored by the American 
Hospital Association, through the Committee on 
Accounting and Statistics, in cooperation with a 
recognized university. 


“Resolution VIII: That the Board of 
Trustees be asked to approve the recom- 
mendation that the Committee on Insurance 
Coverage of the Council on Administrative 
Practice be continued to study Safety in 
Hospitals. 


“Resolution VIIIla: That the Board of 
Trustees be asked to authorize the National 
Board of Fire Underwriters to quote on their 
Inspection Service Blanks as having the en- 
dorsement of the American Hospital Asso- 
ciation.” 


It Was VOTED: That these resolutions be 
adopted. 


“Resolution IX: That the Board of Trus- 
tees be asked to approve the Study on Train- 
ing of Personnel to be conducted by the 
Committee on Personnel of the Council on 
Administrative Practice.” 


It WAs VoTED: That the suggested arrange- 
ment for this study be approved. 


The Executive Secretary reported that a donor 
who wished to remain anonymous had tendered 
the Association an oil portrait of Rt. Rev. Msgr. 
Maurice F. Griffin, the only condition of the gift 


being that the portrait be given a permanent 


place in the Bacon Library. 


It WAS VOTED: That the oil painting of Mon- 
signor Griffin be accepted as a permanent addi- 
tion to the Bacon Library. 


“Resolution X: That the Board of Trustees 
be asked to approve the recommendation that 
the Committee on Purchasing of the Council 
on Administrative Practice continue its 
efforts for the establishment of an Institute 
on Purchasing.” 


It WAS VOTED: That this recommendation be 
approved. 


“Resolution XI: That the Board of Trus- 
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tees be asked to approve the continuation for 
1941 of the McGill Commodity Service re- 
ports as sponsored by the Council on. Admin- 
istrative Practice.” 5 


It WAs VOTED: That this recommendation be 
approved. 


“Resolution XII: That the Board of Trus- 
tees be asked to approve the revised draft of 
the Study on Workmen’s Compensation as 
prepared by the Committee on Workmen’s 
Compensation of the Council on Government 
Relations.” 


It WAS VOTED: That this resolution be ap- 
proved. 


“Resolution XIII: That the Board of Trus- 
tees be asked to approve in principle the 
recommendation of Senate Bill 4396.” 


It WAS VOTED: That the Board of Trustees 
endorse Senate Bill 4396 and approve in principle 
. the recommendations of the Bill. 


“Resolution XIV: That the Board of Trus- 
tees be asked to approve for publication the 
final revised draft of the Manual for Ob- 
stetrical Care in Hospitals, prepared by the 
Council on Professional Practice.” 


IT WAS VOTED: That this Manual be approved 
for publication. 


“Resolution XV: That the Board of Trus- 
tees be asked to approve for publication the 
final revised draft of the Care of the Psychi- 
atric Patient in General Hospitals, prepared 
by the Council on Professional Practice.” 


It WAS VOTED: That this Manual be approved 
for publication. 


“Resolution XVI: That the Board of Trus- 
tees be asked to approve the recommendation 
that a personal letter be sent to the President 
of the Board or other appropriate officer of 
every hospital or institution in which a per- 
son or persons have participated in the con- 
vention program or other Association activ- 
ities during the year.” 


IT WAS VOTED: That the Board of Trustees 
approve the recommendation that a personal let- 
ter be sent to the president of the board or 
other appropriate authority of every hospital 
or institution in which a person or persons have 
participated in the convention program or other 
Association activities during the year 1940 as a 
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council member, section chairman or section 
secretary. 


It WAS VOTED: That there be appointed from 
the Board of Trustees an Interim Publication 
Committee whose duty it will be to pass for the 
Board on the publication of material such as 
manuals, bulletins, etc. 


Dr. Black announced the following appoint- 
ments: 


Council on Administrative Practice: Maurice 
H. Rees, M.D., to succeed Dr. MacLean as a mem- 
ber for a three-year term. 


Committee on By-Laws: Arthur C. Bachmeyer, 
M.D., Chairman. 


Committee on Resolutions: To succeed Harold 
S. Barnes as a member for a 5-year term, Jacob 
H. Trayner. Chairman, Frank J. Walter. 


Committee on Preparedness: Winford H. 
Smith, M.D., Chairman; Claude W. Munger, 
M.D., Frederic A. Washburn, M.D., Rt. Rev. 
Msgr. M. F. Griffin, B. W. Black, M.D. 


Latin-American Committee: Personnel un- 
changed. 


These, with the Committee on Ethics and the 
appointments adopted at the meeting of Septem- 
ber 19, constitute the appointments of the Ameri- 
can Hospital Association for the year. Commit- 
tees of the councils not mentioned and former 
Standing Committees not mentioned have been 
discontinued. 


IT WAS VOTED: That the appointments as an- 
nounced shall be the appointments of the Ameri- 
can Hospital Association for the year. 


The committees under the Council on Hospital 
Service Plans have been asked to submit their 
reports to the Committee on Coordination of Ac- 
tivities the same as the committees of the other 
councils. 


It was the sentiment of the Board that when- 
ever possible when working with outside organi- 
zations, the American Hospital Association repre- 
sentatives participate as members of a joint com- 
mittee rather than in an advisory capacity or as 
consultants. 


The Executive Secretary read a letter from A. 





Note: Complete lists of Appointments to Councils and Com- 
mittees of the American Hospital Association for 1941 were 
approved by the Board of Trustees and are published in this 
issue of HOSPITALS. 
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F. Branton, M.D., Executive Secretary of the 
Minnesota Hospital Association, conveying a 
cordial invitation to the Association to hold its 
1942 convention in Minneapolis or St. Paul. 


The Executive Secretary stated that he found 
it would be unwise to absent himself from the 
headquarters of the Association for the length of 
time necessary for him to attend the Puerto Rico 
Institute. 


It WAS VOTED: That the Executive Secretary 
be not expected to attend the Puerto Rico Insti- 
tute, but that he be authorized to arrange for 
someone else to go in his stead, the Association to 
participate in the cost of travel involved. 


By request of the Association of Western Hospi- 
tals, the Catholic Hospital Association, and other 
allied groups an invitation was extended to the 
Executive Secretary through Dr. Black to attend 
their meeting the first week in March as the offi- 
cial representative of the American Hospital As- 
sociation. 


It WAS VOTED: That the Executive Secretary 
be authorized to attend the meeting of the Asso- 
ciation of Western Hospitals as the official repre- 
sentative of the American Hospital Association. 


Dr. MacLean presented the progress report of 
the Commission on Hospital Service. He stated 
that letters of invitation to a meeting to consider 
the formation of a national association of hospital 
service plans, to be held in Chicago on November 
9 and 10, 1940, had been sent to the presidents of 
each of the sixty-six approved hospital service 
plans and a carbon. copy had been sent to the 
executive director of each plan. Copies of cor- 
respondence exchanged between Dr. MacLean, 
Monsignor Griffin and A. D. Baldwin, President 
of the Cleveland Hospital Service Association, and 
between Mr. Baldwin and Dr. S. S. Goldwater 
were presented, as well as Mr. Baldwin’s letter 
addressed to hospital service plan presidents in 
which he questioned the propriety of a proposed 
plan of organization being submitted to the Plans 
Committee by the Commission before the pro- 
posed plan had been approved by the Trustees of 
the American Hospital Association and the House 
of Delegates, and urged that action be delayed 
until the proposed plan had been approved and 
recommended by the Association. The Commis- 
sion had answered that they were commissioned 


to do a job and had done so as meticulously as 
possible. 


It was pointed out that the American Hospital 
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Association could not be committed to any action 
on the proposed plan of organization without the 
approval of the House of Delegates. 


It was agreed that up to this point the Com- 
mission on Hospital Service had acted according 
to their instructions, according to law, and accord- 
ing to the By-laws of the Association. 


Dr. MacLean then presented the Suggestions 
for a National Organization for Nonprofit Hos- 
pital Service Plans. 


It was the feeling of the Board that the follow- 
ing changes should be made in the proposed Form 
of Organization: 


Section I, B, Headquarters city: To be deter- 
mined, to be changed to Chicago. 


Section VI, B, to read: “Eligibility: Six to be 
selected by weighted vote by member corporations 
from designated representatives of member cor- 
porations for three year terms (two each year). 
Siz to be nominated (two each vear for three 
year terms) by the trustees of the American Hos- 
pital Association. Three from the public (one 
each year for three year terms). 


It Was VoTED: That the progress report of 
the Commission on Hospital Service be accepted 
and approved with commendation. 


IT WAs VOTED: That as the work of the Com- 
mission makes progress looking toward an or- 
ganization under the original instructions, legal 
advice be sought; that the attorneys for the asso- 
ciation. who advised the Association in the com- 
pilation of its By-laws should be consulted as 
often as necessary; and that a representative of 
the firm (Chapman and Cutler) be present at the 
meetings on November 9 and 10, and that this 
matter be referred to the Executive Secretary to 
make proper arrangements. 


Asa S. Bacon, Chairman of the Membership 
Committee, reported that the Association had a 
total membership of 5,019 (2,823 institutional 
and 2,296 personal members). 


There being no further business, the meeting 
was adjourned at 4:30 p.m. to meet again in 
February at the call of the President. 


Respectfully submitted, 


Bert W. Caldwell, M.D. 
Executive Secretary 
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The Health and Medical Committee 
of the Council on National Defense 


This committee on preparedness, coordinating 
the health activities of the nation, is a Council on 
National Defense Committee appointed by the 
President, consisting of Dr. Irvin Abell, Chair- 
man; Surgeon General James C. Magee of the 
Army, Surgeon General Ross T. McIntire of the 
Navy, Surgeon General Thomas Parran, Jr., of 
the U. S. Public Health Service, and Dr. Lewis H. 
Weed of the Council of National Defense. 


This Committee will set up a number of sub- 
committees on medicine, hospitals, dentistry, nurs- 
ing and others as may later be determined upon. 


The Subcommittee on Hospitals has been se- 
lected but the selection has not been officially 
announced. It will consist of Dr. Winford H. 
Smith, Director of John Hopkins Hospital, Chair- 
man; Rev. Alphonse M. Schwitalla, 8.J., Presi- 
dent of the Catholic Hospital Association; Dr. 
Malcolm T. MacEachern, Associate Director of 
the American College of Surgeons; Dr. N. W. 
Faxon, Director of the Massachusetts General 
Hospital; and Dr. Claude W. Munger, Director of 
St. Luke’s Hospital, New York. 


No better selection could have been made nor 
one in which the experience, background, and effi- 
cient service of its members in times of peace as 
well as in war have been so definitely demon- 
strated. Each member of this subcommittee brings 
a better, a more thorough and intimate knowledge 
of the operation, service, resources of hospitals, 
and hospital organization in the widening sphere 
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of hospital preparedness than any other similarly 
selected group could bring. It is representative 
of the best thought in the hospital field and will 
prove its increasing usefulness as the program 
for national preparedness is developed to a satis- 
factory completion. 





The House of Delegates at Boston 


The House of Delegates is the legislative—the 
policy-forming—body of the Association. It de- 
termines and directs the course, establishes the 
laws that govern, and elects the officers of the 
Association. ; 


Under the By-Laws, it is a democratic organi- 
zation, with representation equably distributed 
geographically and chosen by the local groups of 
administrators with whom they are associated in 
the hospital field. Its members discharge their 
responsibilities with the serious interest that 
should characterize all deliberative bodies exercis- 
ing a legislative function. 


Just as the Federal Congress is the assembled 
representatives of the people, so is the House of 
Delegates the representatives of the Association 
membership, both institutional and _ personal. 
Through the House of Delegates the expressed 
wish of the membership is legislated into the 
policies which govern the Association. 


The House distinguished itself in Boston by the 
care with which it discharged its responsibilities 
to the membership. The debates incident to the 
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disposal of the business brought before it were 
deliberative, sound, and of unusual interest. 


Seventy-nine out of ninety-eight elected Dele- 
gates answered the Roll Call, a remarkable per- 
formance when the wide distribution of the 
membership and these disturbing times are con- 
sidered. 


As long as the House of Delegates discharges 
its legislative duties in the able manner it dis- 


charged them in Boston, the American Hospital’ 


Association will increase in influence and in the 
steady growth of its membership. 


The Spiritual Life of the Hospital 


“For what shall it profit a man if he shall 
gain the whole world and lose his own soul.” 


There is nowadays a growing tendency, a 
dangerous tendency, to look upon a hospital as 
essentially an industry or a business. Hospitals 
are urged to introduce business methods and adopt 
business principles. There is much that hospitals 
can do along these lines to increase their efficiency 
and effectiveness. The splendid buildings and 
equipment of our modern hospitals are material 
assets to be welcomed and the improved efficiency 
is to be desired and advanced. But there should 
always be consideration of the effect which these 
material advancements will have upon the spirit- 
ual life of the hospital. 


Legislatures, driven by the demands of labor 
agitation, have considered classifying hospitals 
with business as to hour and wage requirements, 
forgetting that voluntary hospitals are charitable 
institutions performing an important public serv- 
ice at little or no cost to government. Such a 
classification would entail not only large increase 
in expenses but would place hospitals in the cate- 
gory of business, and so, slowly but surely de- 
stroy the vital spirit of service and charity that 
is its soul. 


The soul of a hospital is made up of the com- 
bined spiritual contributions of those who work 
within its walls. When they bring to their work 


70 


a spirit of service and a determination to give 
more than they receive then that hospital has a 
large soul. If they go to their work with only 
the thought of wages to be received then that 
hospital will have a small soul. 


The accomplishments of charitable hospitals in 
the past have been bound up with this spirit of 
service and charity. They deserved the name of 
charitable hospitals as much from the presence of 
Sisters, Deaconesses, and doctors who gave their 
services freely without pay as from the giving of 
care freely to the sick without charge. In them 
nurses, orderlies, clerks, cooks, maids, janitors, 
cleaners and others, brought to their work a spirit 
of service beyond that of wage compensation. If 
our present day hospitals are to perpetuate the 
character of these charitable hospitals they can 
do so only through an understanding of spiritual 


- values and the preservation of this spirit of 


service. 
N. W. F. 


Price and Supply Trends in 
Hospital Commodities 


The importance to the hospital administrator 
and purchasing agent of a knowledge of the sup- 
ply and price trends of hospital commodities can- 
not be overemphasized. Sudden increases in 
commodity costs, imminent scarcity and impeding 
of delivery of commodities may be a matter of 
daily or weekly occurrence. 


It is necessary that the hospital field study and 
familiarize itself with these changing trends, 
which may save them a great deal in disburse- 
ments and, of greater importance, may insure to 
them the even flow of commodities they cannot 
well do without. 


For the past year HOSPITALS has been pub- 
lishing in each issue the information service of 
McGill Commodity Service, Inc., one of the lead- 
ing authorities on this subject in the entire 
country. The information and counsel offered 
the hospitals through this service is of incalculable 
value. The reports are authoritative, up-to-date, 
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and assembled after careful analysis and cautious 
research. Hospitals will be kept informed upon 
commodity price and supply trends and this in- 
formation will grow in value while the present 
emergency exists and until normal conditions have 
been restored. 


Should Hospital Employees Come 
Under Hospital Service Plans? 


The question of inclusion of hospital employees 
in hospital service plans is one which has been de- 
bated wherever hospital care plans exist, and it 
was to be expected that it would receive careful 
consideration at the recent American Hospital 
Association convention in Boston. 


It is a matter of observation that hospital em- 
ployees, where included in a hospital service plan, 
are hospitalized more extensively than other sub- 
scribers. It was stated that in the case of one 
large midwestern hospital, thirty-five per cent of 
the employees were hospitalized in one year! In 
a large eastern city the bills received from the 
hospitals for the hospitalization of their em- 
ployees exceeded the premiums received by over 
fifty per cent. One’s first conclusion would be that 
there is some imposition on the funds by some of 
the hospitals. Probably there is a tendency for 
hospitals to readily admit their sick employees, 
the majority of whom either live in the hospital 
anyway or live in rooming houses, but there are 
other factors, too. Hospital employees are more 
exposed to infection than are other workers and 
they must, in fairness to the patients, go off duty 
with the slightest infection. It was also pointed 
out that high hospitalization indicates lack of 
proper discrimination in the selection of healthy 
employees and also lack of proper check-up after- 
wards. 


Despite this increased risk, it was generally 
agreed that hospital employees should come under 
the service plans. However, there should be ade- 
quate control over their hospitalization and hos- 
pitals should cooperate to the fullest in preventing 
any imposition on the fund. It was held also that 
the employees should make their own contribution 
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towards their inclusion in the plans. Excessive 
utilization is controlled in one city by permitting 
hospitalization charges to reach but eighty-five 
per cent of the premiums paid. 


Should student and graduate nurses be in- 
cluded? This is now arranged in a number of 
hospitals, the graduate nurses and, in some in- 
stances, the pupil nurses paying their own fees. 
In discussing the advisability of having the med- 
ical staff join the plan, the practice in one well- 
known eastern hospital was cited. Here the 
doctors and their families are invited to partici- 
pate. If they do not do so, they and their families 
are then charged the regular hospital rates with- 


out any professional discount. 
. Hi. A. 


Standardization and Simplification 
of Hospital Supplies 


The Council on Hospital Planning and Plant 
Operation, through its Committee on Standardiza- 
tion and Simplification, has announced the com- 
pletion and early publishing and distribution of 
its Manual on the Standardization of Hospital 
Supplies. 


This manual covers the intensive work of the 
Committee for more than two years. The Com- 
mittee secured the close cooperation of the 
United States Bureau of Standards, the American 
Standards Association, and other standardizing 
and testing laboratories and organizations. 


The manual’s seven hundred pages, in. flexible 
binding, will contain more than 2000 standards 
of commodities and supplies currently used by 
hospitals. In addition it will list and index 2000 
other commodities, giving information as to where 
detailed specifications of the articles so listed may 
be secured. 


It will contain chapters on standards, purchas- 
ing, issue and supply and other subjects relative 
to hospital commodities, prepared by leading 
authorities. 


This manual is the first of its kind devoted 
exclusively to the hospital field. The care, time 
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and consecutive effort which has been devoted 
to its compilation and editing by the members 
of the Committee will insure its unusual value to 
the hospital administrator and purchasing au- 
thority. 


It will leave the press in the next two weeks, 
and will be distributed to each institutional mem- 
ber as a service of the Council and Committee. 


Institutes for Hospital Adminis- 
trators— Balance Wheels 


The balance wheel of a watch works with pre- 
cision, to keep the many parts operating in exactly 
the right relationship to each other, so the watch 
can fulfill its function. A hospital administrator is 
the “regulator” of the hospital, but he is human 
and is swayed emotionally and mentally by prefer- 
ences, predilections, prejudices, and chance, so 
that in order to fulfill his function in his institu- 
tion, he needs to have a balance wheel to regulate 
him. This “balance wheel” is developed and con- 
structed from a combination of education and ex- 
perience. 


Institutes for hospital administrators are not 
the whole answer to an administrator in his quest 
for a balancing device. A number of instrumen- 
talities must be employed. They may be found 
in books, magazines, newspapers, radio, lectures, 
conferences, and contacts. The institute, how- 
ever, combines the qualities of several of these 
means of education, and the administrator who is 
receptive and responsive gains from it new vision 
and increased power to maintain the proper bal- 
ance in all departments of his hospital. 


The purpose of the institutes is to educate—to 
refresh the memory as concerns previously known 
facts and principles, and to impart knowledge of 
those which are new. Since, however, the field 
of hospital administration includes the whole field 
of hospital service, the subject matter of the 
courses should be all-inclusive, and consequently 
broadened perspective is bound to be the result. 
Into ten to fourteen days of study is compressed 
separate consideration. of each phase of hospital 
service. Few people could emerge from the expe- 
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rience without keener appreciation of some 
branch of activity that had slipped back some- 
what in their thoughts, either because other mat- 
ters had kept their minds preoccupied in urgent 
demands for attention, or because their natural 
interests lay in other directions. 


Every one of us, if we stay in. our own rut, be- 
comes narrow and unprogressive. In a hospital 
this must not happen to anybody, because pa- 
tients’ lives depend upon the breadth of knowl- 
edge and up-to-dateness of the personnel. Often 
yesterday’s ways will not do today. The conscien- 
tious administrator gets away from his workaday 
surroundings now and then, and refreshes his 
mind and re-arouses his enthusiasms and _ in- 
creases his knowledge by getting other views on 
his problems from qualified persons. 


This brings up a question. that has arisen in 
connection with the institutes. Shall they be rig- 
idly closed to everyone but administrators? There 
is something to be said for exclusiveness, in that 
the level of experience and attainment is kept 
higher, which may result in discussions more sat- 
isfying to the experts. There is more to be said, 
however, for letting down the bars a little: first, 
because there are tomorrow’s administrators to 
consider, and many of them are likely to come 
from the ranks of our minor executives of today; 
second, because breadth of perspective is needed 
by all of the executive personnel, and the well- 
rounded view provided by an. administrators’ in- 
stitute permits them to correlate their depart- 
ments better; and third, because the open-minded 
administrator will learn something from the 
specialized personnel who are often younger and 
have infectious enthusiasms for medical social 
work, medical records, clinical research, medical 
libraries, personnel and public relations, and other 
old and new activities that are part of hospital 
service. 


In planning and conducting institutes for hos- 
pital administrators, let us have regard for those 
yearning to learn, and, with the exercise of rea- 
sonable discrimination, keep the doors open to all 
who may benefit. Our hospitals cannot have on 
their staffs too many people who have well devel- 
oped insight into the problems. 

M. T. M. 
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Pension and Life Insurance Plans 
for Hospital Employees 


EDGAR C. HAYHOW 


gence of opinion as to the underlying forces 

motivating present day pensions and re- 
tirement annuities. New social attitudes alter 
social conceptions. As to whether pensions are 
to be considered as altruistic contributions, de- 
ferred wages or just “good business” is a matter 
of unimportance for the moment. It remains, 
nevertheless, that a desire by society for potential 
security is as old as civilization and sociologists 
agree that the urge is one of the four prime de- 
sires of man. It is recorded that some formal 
form of pension reward was known to the Roman 
Empire and various stages of development have 
modified the systems as they are known today. 


{sence of pint there has been much diver- 


The simple principle and practice to set aside 
asmall sacrifice to provide for a “rainy day” can 
be projected into terms of over one hundred ten 
billions of dollars ($110,000,000,000) of life 
insurance in force in the United States alone. 


Retirement Insurance as Applied to Hospitals 


How does this apply to hospitals? What hap- 
pens to the average hospital worker who, after 
a long faithful service, reaches an age which 
diminishes his services, or who becomes disabled 
due to a non-compensable accident or illness? 


The possibility of providing pensions, retire- 
ment annuities, and life insurance plans to hos- 
pital organizations is not new. For years this 
subject has been on the agenda of the National 
Convention of the American Hospital Association. 
In fact, a special committee on “Employees’ Re- 
tirement” was a part of the committee structure 
of the Association for years until the reorganiza- 
tion when this responsibility was placed with the 
Personnel Committee which functions under the 
leadership and guidance of the Council on Admin- 
istrative Practice. 


To familiarize myself, as Chairman of the Per- 


Presented at the Convention of the American Hospital Asso- 
ciation, Boston, 1940. ; 
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sonnel Committee, I have read in detail the re- 
ports submitted by these committees and the 
addresses and discussions printed in the Transac- 
tions of the Association. For your attention, I 
should like to quote from the official report of the 
Committee on Employees’ Retirement listed in the 
Transactions of 1931, page 135: 


“Of all the organizations known to man, 
it seems to us that our hospitals ought to be 
shot through and through with a spirit of 
altruism not only to patients, but to em- 
ployees. It will be hard to impress our em- 
ployees with their obligation to those who 
come under their care if they themselves feel 
that their own institution is not exerting it- 
self to honestly and faithfully care for them 
when they come to the time of need. Your 
committee feels that the hospital conscience 
should be aroused and that the American 
Hospital Association should consider it one 
of its functions to arouse said conscience. 
The time has come.” 


Considerable discussion ensued during the 
Round Table sessions as to the merits and de- 
merits of different types of coverages and methods 
of payments. One administrator questioned the 
legal right of a hospital to use for retirement 
annuities income received from patients, contri- 
butions, or public appropriations. A ruling was 
given in this particular hospital (in New Jersey) 
that under the charter of incorporation, the hos- 
pital had no legal right to use said funds for the 
retirement bonuses or pension to aged employees. 
Much objection to this point was raised, however, 
and the assemblage questioned the opinion. 





Annuity Systems and Group Life 
Insurance Plans 


Insurance authorities who addressed the Con- 
vention focussed attention to various types of 
annuity systems and group life insurance plans. 
In brief, programs suggested provided for vary- 
ing amounts of contributions (3 per cent to 5 per 
cent) paid by employees during their employed 
period with a similar sum supplemented by the 
hospitals. Suggested plans, for example, pro- 
vided to a man employed at the age of thirty, an 
income for life, commencing at sixty-five, from 
50 per cent to 85 per cent of a constant salary. 
Women entering employment at twenty, for exam- 
ple, and retiring at sixty, would have provided an 
income from 45 per cent to 77 per cent of a con- 
stant salary. 


In the main, insurance plans suggested pro- 
vided for a standard life insurance in the amount 
of one year’s salary with a minimum allowance 
of $500. Various types of indemnity for total 
permanent disability (with double indemnity for 
accidental deaths) were proposed. Indemnity for 
accident and sickness provided a weekly indemnity 
approximating 50 per cent of salary, to commence 
after a certain short period and continuing for 
some six months. 


One point was emphasized particularly. While 
individual employees can purchase individual in- 
surance, laws of all the States and Canada will 
not permit insurance companies to sell group in- 
surance to a hospital on a plan, the cost of which 
is not paid in some part by the employer. 


All in all, discussion seemed to indicate that 
considerably more than passing interest was ap- 
parent. Questions were directed to such details 
as cash withdrawals, options, credit transfers and 
compulsory measures leading one to believe that 
a general acceptance for pension and insurance 
schemes was assured and operation of a particular 
program imminent. 


In 1932 and 1933 it was recommended in Con- 
vention that each member keep the matter of 
retirement annuities before his or her governing 
body but that little progress could be expected 
until social conditions became more normal. 


The Social Security Act 


August 14, 1935, represents the pension “blitz- 
krieg”’. This was the approved date for the Na- 
tional Social Security Act. Among the many 
measures provided in the Act, the ones of par- 
ticular interest to hospitals were those affecting 
Unemployment Compensation and Old Age As- 
sistances and Old Age Benefits. Prior to its 
passage, joint committees of the American Hos- 
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pital Association, the Catholic Hospital Associa- 
tion of the United States and Canada, and the 
American Protestant Hospital Association met 
with the Ways and Means Committee of the 
House feeling that the legislation, if passed with- 
out change, would adversely affect every hospital 
in the United States. Senators and representa- 
tives were “bombarded” with information regard- 
ing the hospitals’ position. Particular exemption 
was taken (and, in my opinion, rightly so) to 
the word “tax” insofar as tax exemption is so 
vital to the interpretation and definition of char- 
itable institutions. Various other reasons, with 
which you are undoubtedly familiar, were ap- 
pended in requesting exemption. The bill was 
passed with the inclusion, “The wages of which 
benefits are based do not include certain wages 
received for agricultural labor ... nonprofit ... 
scientific, charitable and educational organiza- 
tions.” In other words—hospitals were exempt 
from all the provisions of the Act. 


However, as the years went on, many hospital 
authorities began to feel very differently concern- 
ing the exemption privileges of the Act, par- 
ticularly that section providing for Old Age 
Assistance. This same thought was expressed on 
the part of other nonprofit institutions. Leaders 
in church organizations, social agencies, colleges 
and universities became vocal that some effort 
should be made to provide “old age pensions” or 
insurance for their employees, if for no other 
reason than with some forty-seven million em- 
ployed persons receiving old age pensions in the 
United States, nonprofit organizations, not pro- 
viding such security, would be by comparison in 
an unfavorable position from the standpoint of 
securing and holding desirable employees. This 
thought grew; more and more arguments pre- 
sented themselves why employees of hospitals and 
nonprofit agencies should not enjoy the particular 
“old-age” benefits but still be exempt from the 
other provisions of the Act. 


A committee consisting of representatives of 
the major national nonprofit organizations was 
formed. The American Hospital Association was 
among the participating agencies represented. 
Your Association again brought this matter to 
attention at the Convention. It was formally rec- 
ommended and approved by the members present 
to refer the matter to the Coordinating Commit- 
tee and the Trustees that uniform action be taken 
to reconsider the matter of Social Security because 
of the advantages of the Federal plan provided 
the word “tax” be removed and the participation 
of the Act be limited to “Old Age Benefits”. A 
number of conferences were held in New York 
and Washington. It was agreed that definite sug- 
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gested amendments be prepared and presented. 
An amendment was drawn removing the tax fea- 
ture by stipulating that contributions from non- 
profit organizations and their employees under 
Federal Insurance Contributions be deposited 
directly into an old-age and survivors’ insurance 
trust fund, and further requiring the elimination 
of exemption of service or services performed in 
the interest of nonprofit religious, charitable, or 
educational organizations under the old age and 
survivors insurance program, except service per- 
formed as a minister of religion or a member of 
a religious order. 


In the interim, other bills relative to old age 
and unemployment benefits have been prepared 
under separate sponsorship, each meeting with 
various degrees of approval. However, for several 
reasons, it has not been possible for the amend- 
ments to the original Act to receive enough favor- 
able consideration even to be presented. It is 
conjecture when such interest will be forthcoming. 


Present Situation Concerning Pensions for 
Hospital Employees 


To become familiar with the present situation 
concerning pensions for employees in hospitals, a 
questionnaire requesting information was sent to 
2,787 institutions; 2,005 represented institutional 
members and 782 non-institutional members. All 
the states, the District of Columbia and the prov- 
inces were included in the services. Some 1,970 
hospitals replied; 297 reported pension plans in 
effect; 1,673 replied in the negative. Of the 297 
replies, 75 represented voluntary hospitals, 94 
proprietary and 128 Civil Service. From the data 
available, it is estimated that 45 per cent of hos- 
pitals in the country come under the voluntary 
classification. As 75 voluntary hospitals replied 
in the affirmative from a random sample of 887 
institutions, it is estimated that .8 per cent of 
the voluntary hospitals in the United States and 
Canada enjoy pension plans. 


A further questionnaire requesting additional 
information was sent to those institutions reply- 
ing in the affirmative, particularly with reference 
to specific programs in operation. Printed copies 
of a number of plans were received. Naturally, 
there was no uniformity in either plan or method. 
Public institutions provided plans routinely; pro- 
prietary hospitals, all subject to the Social Se- 
curity Act. Principally, returns from voluntary 
hospitals fell into seven major classifications: 


1 Those associated with universities offering 
plans 


2 Those associated with religious groups 
offering plans 
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Those associated with industry and busi- 
ness offering plans 


Those offering no formal plan but offering 
pensions on merit to faithful employees 


Those offering a formal retirement or 
group life insurance program for all em- 
ployees 


Those offering only a limited insurance 
program 


7 Those offering no program at all 


In brief, what did such coverage, in the main, 
provide? A complete circle of protection under 
insurance and retirement plans covered— 


Group Life Insurance 

Temporary Disability Benefits 

Total and Permanent Disability Benefits 
Retirement Annuity 


Under these plans, who participated in what? 
In a few cases the plan was non-contributory ; the 
employers paid all the premium—employees paid 
nothing to the fund. 


Almost all plans provided for employee partici- 
pation. Wage and salary deductions were, in the 
main, a flat percentage or varying from 314 per 
cent to 8 per cent according to position, age, and 
length of service. Employees usually contributed 
like amounts. It was stated in a few cases that 
1 per cent to 3 per cent deductions were found 
inadequate for a sound system. 


Hospitals affiliated with churches or universi- 
ties enjoyed usually a 3 per cent to 5 per cent pay-. 
roll deduction matched by the employer group. 
The majority of the plans studied provided for a 
314 per cent payroll deduction and stipulated vari- 
ous regulations as to eligibility, payments and age 
requirements. Various insurance features were 
added. 


One large private hospital reported paying over 
$30,000 a year in pensions. Another reported a 
$25,000 expenditure stating at the same time the 
hospital paid out over $250,000 in twenty years 
with the average salary at time of retirement of 
$104.50 per month and an average retirement 
allowance of $45.57 a month. 


Quite a few hospitals reported having no for- 
mal pension plans but paying pensions to aged em- 
ployees of varying amounts, determined by length 
of individual services, salary during periods of 
employment particularly during later years, ex- 
tent of personal obligations such as dependents, 
etc. Hospitals in the group paid as high as $6,000 
a year for pensions on behalf of meritorious ser- 
vice. No distinction is made as to the nature of 
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the work performed. A long record of competent 
and faithful service seemed the criterion for 
eligibility. 

A number of hospitals offer a group insurance 
plan providing various forms of coverage. Em- 
ployees are not permitted to pay more than sixty 
cents per month per thousand dollars of life insur- 
ance. Also, according to State rulings, employees 
must pay a share of the premium for all group 
policies. This form of life insurance is the cheap- 
est form of insurance available. For fifteen cents 
a week, an employee can purchase over $1,000 
worth of group insurance as against 25 cents a 
week which will buy a $250 industrial insurance. 


Features of a Typical Group Insurance Program 


What are the prime features of a typical group 
insurance program? 


A typical group protection plan for a hospital 
with approximately 100 full-time employees (stu- 
dent nurses excluded) should include both group 
life insurance, which is payable in the event of 
death from any cause, and a group annuity pro- 
gram to provide retirement income for the un- 
employable years. 


While employees of an industrial company 
would require a more complete program, includ- 
ing accident and health insurance, hospital ex- 
pense and surgical benefits, almost all hospitals 
supply medical, surgical, and hospital care for 
their staff members. 


A typical group life plan for a hospital would 
be arranged on a salary levels plan: 





Weekly Group Gross Cost 
Earnings Life Monthly 
Less than $20 $1,000 No.of Employees, 100 
$20 and less than $30 $1,500 Volume of Insurance, 
$150,000 
$30 and less than $40 $2,000 *Monthly Rate, 85c per $1,000 
$40 and over $3,000 Gross Monthly Premium, $128 


Employer’s Share, $38 
**Employee’s Share, $90 





*The actual rate depends upon the distribution of insurance 
by ages at the inception of the plan. 

**Assuming each employee will contribute monthly a maxi- 
mum of 60 cents per $1,000 of Group Life Insurance, and that 
the employer will contribute the balance. 





The initial cost of group insurance is not the 
final cost, since the gross cost is subject to reduc- 
tion through the apportionment of dividends un- 
der a rating method, which takes into considera- 
tion the premium income, the actual experience of 
the particular group and the length of time the 
policy has been in force. 


Group Annuity 


A group annuity plan for a hospital or other 
nonprofit organization not eligible for old-age 
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benefits under the Social Security Act usually has 
as its objective the provision. of a retirement in- 
come of approximately 50 per cent of salary for 
an average employee who enters service between 
the ages of 30 and 35 and who retires at age 65. 
A retirement plan which would provide these 
incomes would require equal contributions by the 
employees and the employer each of 5 per cent of 
the employees’ salary. 


While this plan would provide adequate benefits 
for the younger present employee and the future 
employee, the present older employees who have 
already completed many years of service would 
not have time to accumulate sufficient annuities. 
It is, therefore, necessary for the employer to 
provide additional benefits for the older employees. 
These additional benefits are generally based on 
the number of years of service the employee has. 
Many plans provide that the employer will pur- 
chase for the employees, an income commencing 
at age 65 equal to one per cent of the employee’s 
present salary multiplied by the number of years 
of past service the employee has. 


This additional benefit, provided by the em- 
ployer, may be paid for over a period of years. 
While the cost of this benefit will vary for each 
organization, the cost will probably be from 2 
per cent to 4 per cent of payroll if a 20-year 
amortization period is used. 


The Advantages to the Hospital 


In checking the responses, many administrators 
expressed themselves to the effect that while an 
insurance plan did specifically offer an employee 
a greater measure of security in later life, it like- 
wise tended to reduce turnover, effect a more 
harmonious and proficient service, create a “hos- 
pital belongingness,” thus raising the standard of 
employee performance. 


As part of the study, many plans operated by 
private business were collected. Some of the 
largest and best known national industries re- 
ported no plan in operation. The Railroad Retire- 
ment Act of 1937 encompasses all railway em- 
ployees. Now pension payments are made by the 
Federal Government up to a maximum allowance 
under the Act of $120 a month. 


It was reported that practically no companies 


operating plans discontinued them after the Social : 


Security Act became effective. Plans serve to 


supplement the program. 


All these plans, as in the case of hospitals, 
agree in principle but differ in method. They are 
mentioned here only to record that much descrip- 
tive printed material has been collected which 
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will be turned over to the Bacon Library for 
record and reference. 


Some weeks ago, I attended a Round Table Dis- 
cussion on Personnel Relations. The question 
was asked, “Should employees who reach the age 
of 65 be forced to resign after a long faithful 
record?” The answer was obvious to institutions 
with pension plans. 


What would you do with employees who reach 
the age of 65? 


Personally, I would seriously object to discharg- 
ing this type of employee simply on the ground 
of age, if no pension plan were provided without 
making some provision, if none other than the 
“Old Ladies Home” or the “Poor House”. It 
would require much inquiry as to his or her 
health, dependents, responsibilities, etc. 


Such a contingency does, however, hinder one 
in employing persons who, while thoroughly 
capable of rendering excellent service, may reach 
that age period where a moral responsibility pre- 
sents itself. A lot of good, experienced, seasoned 
service is missed; and at the same time a real 
hardship for the late middle-aged unemployed is 
incurred. 


Years of Service in Relation to Wage 


Recently, I made a study classifying the num- 
ber of years’ service in relation to wage. In one 
department, 55.6 per cent receive less than $50 a 
month; in another department 43 per cent of em- 
ployees receiving less than $50 per month enjoyed 
a service between 10 and 15 years. Many exceed 
15 years. In checking informally with a number 
of employees, it was found that those in the lower 
brackets availing themselves of insurance, carried 
small individual industrial policies. Frankly, hav- 
ing no pensions at the present time, I do not know 
what will happen to them when they become 
superannuated. A program for a retirement an- 
nuity has been presented but because of condi- 
tions has been found to be inopportune. 


What is the method used by hospitals to estab- 
lish retirement plans? Three plans are used: 


1 Hospitals to set up reserve fund on the 
books 


2 Place a trust fund in the hands of a board 
of trustees appointed for that purpose 


3 Work out a plan with an insurance com- 
pany 


It is of interest to note that many pension and 
Mmsurance plans are in operation by charitable 
nonprofit organizations. 
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The Council of Y.M.C.A.’s has a plan for the 
staff of its membership; the Protestant Episcopal 
Church since 1917 has successfully operated a 
group pension system covering all of its clergy 
and their families. 


Weare all familiar, no doubt, with the Carnegie 
Foundation for the Advancement of Teaching 
which operates a fund to provide retiring pensions 
for the teachers of universities, colleges and tech- 
nical schools in the United States, the Dominion 
of Canada and Newfoundland. To bring it closer 
home, you perhaps are more familiar with the 
Harmon Fund for the Advancement of Nursing. 


A Problem for Hospital Trustees 


Now this matter of pensions or group insurance 
has again reached the threshold, what is to be 
done about it? Frankly, it is a trustee problem. 
Therefore, first, in my opinion, make studies of 
your personnel and refer your findings to your 
board for consideration. Board members should 
be stimulated to feel that hospital employees are 
due the same privilege and consideration as those 
working in other lines of endeavor. 


The time is not in the too far distant when 
more and more persons will be collecting retire- 
ment allowances and where social security cards 
will be as much a part of the social organism as 
the person himself. No one is more sympathetic 
to safeguard every possible expense increase for 
hospitals—but in my opinion we cannot continue 
to tell hospital employees that they and their 
families cannot belong to hospital service plans, 
social security boards, and unemployment insur- 
ance because they are employed in voluntary hos- 
pitals. 


What is my recommendation? 
1 That you arouse your directorate 


2 That Dr. Caldwell, the Trustees of the 
American Hospital Association, and the 
Council on Administrative Practice think 
seriously of the possibility of formulating 
a voluntary contributing plan like the 
Teacher’s Insurance and Annuity Associa- 
tion founded under the sponsorship of the 
Carnegie Foundation which, briefly, pro- 
vides—deferred annuities payable at 65 in 
such amounts as could be purchased by a 
contribution paid by the employees and an 
equal amount met by the hospital. 


Certainly, with the combined influence of hos- 
pital administrators and trustees, the hospital 
field should be able to arouse enough interest to 
have some individual or foundation spongor a 
similar plan. 
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Planning Sound Educational Programs Leads 
to Good Nursing Service 


GRACE A. WARMAN, M.A., R.N. 


sick were cared for in an effort to restore 

them to health and usefulness, nursing has 
been recognized as a service. Early man realized 
it implicity, perhaps as a way in which one indi- 
vidual helped another. Then came a period when 
the words nursing and service were inseparable. 
Our modern way of life, calls for a comprehen- 
sive usage of the words to encompass the whole 
intricate relationship of the nurse to society. 
We speak, then, of nursing service. Present 
day living demands that nursing can no longer 
be confined only to the sick room or the hospital 
ward. The increased social interaction of our 
modern way of life requires that nursing service 
include not only the detailed care given to patients 
in the hospital, but also disease prevention and 
leadership in public health projects. The com- 
munities serviced, on the other hand, are called 
upon to recognize the need for their cooperation 
in. educating properly selected young women to 
carry on this significant work. Without their 
cooperation and understanding it is impossible 
for nursing schools to reach their maximum effi- 
ciency. 


S INCE that period in human history when the 


The call to active community leadership and the 
increasing responsibilities demanded of nurses is 
a direct challenge to the educational programs 
in our nursing schools. We all agree that the days 
when nursing schools provided “vocational train- 
ing’ only is definitely past. Trends in recent 
years have been in the direction of a closer rela- 
tionship between. the nurse and her social environ- 
ment. She should be able to help shape and recon- 
struct her environment while she functions as a 
part of it. 


Since the quality of nursing service rendered 
depends upon the nursing school’s educational 
program, it is well to examine the outstanding 
attributes of a satisfactory school and to consider 
ways and means of attaining them. Let us, then, 
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consider the characteristics of a good school, 
grouped under the following seven headings: 
1) Purpose, 2) Board of Control, 3) Faculty, 
4) Student Body, 5) Curriculum, 6) Physical Fa- 
cilities, 7) Nursing Service as a Teaching Field. 


Purpose of the Nursing School 


The purpose of any school, if soundly conceived, 
is to educate students. Professor Jesse Newlon’s 
definition of the purpose of a school can be applied 
to our nursing schools. He says: 


“The philosophy and purpose of the school 
should be congruous with some conception of 
the possibilities and needs of the society 
which it serves. Education can be intelli- 
gently conceived and directed only with ref- 
erence to some conception of the good life, of 
the kind of civilization that it is desired to 
build in America.’ 


This would mean that nursing education, in 
order to be effective, must be prepared at all times 
to adapt itself to the changing needs and ideals 
of the society in which it functions. 


Board of Control 


The board of control, that is, the responsible 
governing body, should define the general purpose 
of the school and guarantee its financial support. 
The board members who make up this group 0c- 
cupy signficant positions in the set-up of the 
school, for their understanding of educational 
trends, as well as their personal attitudes on pol- 
icy, will largely determine the degree to which 
the school can be progressive. Ideally, the board 





1Jesse H. Newlon, Educational Administration as Social Policy, 
Charles Scribner’s Sons, New York, 1934, p. 53. 
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should regard the school as an educational insti- 
tution, designed and maintained to offer a perma- 
nent service to the public rather than a temporary 


service to the hospital. 


Counts, in his study, “The Social Composition 


of Boards of Education,” has said: 


“To a degree and in a fashion seldom grasped, 
the content, spirit and purpose of education 
must reflect the bias, the limitations, and the 
experience of the membership of this board. 
The possibilities which the school possesses 
as a creative and leavening social agency are 
set by the good will, the courage and the in- 
telligence of that membership.’ 


This statement can well apply to boards of hos- 
pitals or nursing schools. 


The Faculty 


Since the faculty is responsible for the school’s 
administration and the interpretation of its poli- 
cies, its individual members should be carefully 
chosen and thoroughly qualified for their posi- 
tions. Personnel selection is the cornerstone upon 
which the successful functioning of a faculty de- 
pends. In making a choice it is necessary to con- 
sider that many faculty members have dual posi- 
tions. For example, the principal or director of 
the school is usually the director of the nursing 
service: likewise, a medical supervisor may be the 
instructor in medical nursing in the school and 
at the same time head of the medical nursing 
division in the hospital. It is important that all 
personnel of both school and nursing service know 
their relationship, lines of authority, and in which 
capacity they function so as to be able to meet 
particular situations. 


The principal of the school should familiarize 
herself with the requirements for all positions to 
be filled. She should likewise acquaint herself, 
as far as possible, with the applicants’ way of 
life to determine whether they are capable of 
harmonious cooperation with others on the staff. 
It is important, also, that the chief executive of 
the hospital be familiar with requirements for 
each faculty position, because often the head of 
the school will wish him to aid in the final choice 
of candidates, particularly if they are to function 
in the nursing service. 


After a faculty member is chosen attention 
should be focused upon, conditions making for her 
successful functioning. We cannot expect a satis- 
factory response from staff members if all we 
offer them is a job at the lowest salary we think 
they will accept. Salaries should be determined 


_ George S. Counts, The Social Composition of Boards of Edu- 
cation, University of Chicago Press, 1927, p. 1. 
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by appropriate standards of living and be suffi- 
ciently high to attract and retain desirable per- 
sonnel. Tenure regulations likewise are necessary 
to give the personal security and protection so 
vital to the faculty member’s attitude toward her 
work. 


Faculty Building 


One of the necessities for faculty building is a 
program to promote growth. One essential is a 
good library, with a timely selection of books and 
journals both in the fields of nursing and of edu- 
cation. Provision for leaves of absence for post- 
graduate clinical work or for academic courses at 
a university make for faculty stimulation and 
consequent reflection in the quality of their teach- 
ing and in their contributions to the school and 
nursing service. Funds for attendance at profes- 
sional meetings will make it possible for many to 
keep in touch with the latest developments in 
their field, thereby aiding the general growth of 
the faculty. Faculty well-being calls for sufficient 
leasure and recreation to offset the exacting de- 
mands placed upon individuals in our profession, 
as well as a definite health program. We all know 
that sound health plays an important part in the 
quality of work done by the staff. 


Every faculty member can contribute to the effi- 
cient operation of the school, if the board of con- 
trol will delegate to the principal authority in 
proportion to her responsibilities. She, in turn, 
should see that authority is given to her assistants 
to effectively perform their duties. In carrying 
out the democratic ideal of faculty participation 
it is important to set up a faculty organization. 
Committees such as Admission, Curriculum, Stu- 
dent Health and Recreation, Records, Nursing 
Service Problems, can, if wisely directed by the 
nursing administrator, call out individual talents 
and make for a more efficient means of faculty 
participation. 


Type of Student 


After the careful determination of purpose and 
the choice of faculty it is necessary to attract a 
type of student worthy of the background created 
for her. Superior scholarship alone is not a suffi- 
cient qualification. The scientific and personal 
services given by our profession call for a special 
combination of qualities in our students. Desir- 
able personality traits, maturity, good health, in- 
tegrity, and a genuine aptitude for nursing need 
equal emphasis with scholarship in. the selection 
of students. 


In recent years testing programs have helped 
considerably in the selection of students, but the 
real need, I feel, is for better guidance programs 
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for prospective applicants and more information 
disseminated to the faculties of high schools and 
colleges on the nature of nursing, and its oppor- 
tunities. 


The Curriculum 


The curriculum has been defined as, 


“a series of selected student experiences es- 
sential to the achievement of the purpose of 
the school, so related and so arranged that 
each, as it is encountered, becomes an instru- 
ment of understanding and of dealing effec- 
tively with situations which follow.’ 


It usually includes four areas of instruction: 
biological and physical sciences, medical sciences, 
nursing and allied arts. 


The challenge in curricula building is, of course, 
the satisfactory arrival at the correct balance nec- 
essary for meeting all of the intricate experiences 
demanded in the student’s education. Careful 
plans are necessary to correlate theoretical in- 
struction with technical practice to assure a sound 
educational experience in each subject, with 
proper rotation through the various services. An 
improper correlation of theory with practice and 
short, uneven, student assignments indicate a weak 
educational plan and poor nursing practice. One 
of the greatest difficulties in the operation of the 
curriculum is planning the sequence of courses, 
especially when students must go to other schools 
for affiliations. Each school must work out its 
own plan in accord with the clinical facilities 
available, but a very definite plan should be made 
which will insure for each student the best possi- 
ble experience in each clinical subject. There 
should be a balance between the hours spent in 
the classroom and practice hours in the various 
divisions of the hospital. The Curriculum Guide 
recommends 1200 to 1300 hours of instruction. to 
4400 to 5000 hours of nursing practice, but a good 
many of our schools have not yet reached this 
goal. 


An examination of newer trends shows that 
more emphasis has been placed on integrating 
public health in the basic curriculum, as well as 
emphasis on the social aspects of nursing. The 
nurse today needs an appreciation of the part 
played by social factors in illness, so as to have a 
more intelligent understanding of the behavior 
of her patients and thus improve their nursing 
care. 


The extra professional unit of the curriculum 
should be dedicated to a plan for developing the 
student as an individual able to live fully, to make 


3Committee on Administration. Fundamentals of Adminis- 
tration for Schools of Nursing. National League of Nursing 
Education, 1940. Now on press. 
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intelligent decisions, to cooperate with her asso- 
ciates, and to promote professional loyalties. Our 
schools do not want to turn out a neat row of edu- 
cated nonentities. Nursing offers rare opportu- 
nities for community service and leadership ;— 
opportunities which call for initiative, humor and 
pleasing personality traits. The young women in 
our schools are still plastic when they come to 
us. We can do much to guide their personal de- 
velopment and consequent social adjustment. 


Physical Facilities 


Suitable physical facilities are an imperative 
requisite in administering the curriculum. The 
most forward-looking nursing administrators can- 
not draw up an effective program if they are 
blocked by poor equipment. Studies made have 
indicated inadequate libraries, classrooms, teach- 
ing supplies, laboratory facilities, and poor equip- 
ment in the nursing service divisions, where it 
should be adequate for proper patient care, and 
teaching. While the curriculum is necessarily 
planned in, accordance with the present facilities, 
it is advisable to have a supplementary outline of 
a plan for its development so that with subsequent 
acquisition of facilities it will be possible to reach 
some of the goals that have been set. 


Quality of Nursing Service 


The quality of the nursing service is vitally 


. important to the school, for it is the practice and 


teaching field for the students. We cannot have a 
good school unless our nurses can. be taught in a 
situation where good nursing is being performed. 
The student of today is the graduate of tomorrow, 
and she will, no doubt, contribute in some capacity 
to the nursing service of a hospital. The student 
must, therefore, from the start practice good 
nursing, but she should not be expected to carry 
the burden of the nursing service. This requires 
a sufficient number of graduate staff nurses to 
form a bulwark for the service, and allow the 
student to be rotated properly through the various 
clinical fields. 


The nursing service must be carefully super- 
vised. The recent cost study sponsored by the 
American Hospital Association and the National 
League of Nursing Education states that the me- 
dian hospital on medical and surgical services 
provided one supervisor for every seventy patients 
during the day, and one to eighty patients at 
night. Conditions which I feel might be estab- 
lished to promote good supervision are: 


1 A realization of the importance of a good 
supervisory program on the part of the 
administration 


2 Provision for an adequate supervisory staff 
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3 Sufficient personnel to carry the bedside 
‘nursing load and provide for the proper 
number of bedside nursing hours per pa- 
tient 


4 Provision for additional nurses when the 
census is high, or when there are many 
acutely ill patients 


5 Provision for additional nurses during va- 
cation period, or during peaks of illness 
among the nursing staff 


6 A sufficient number of subsidiary workers 
to perform services which are uneconom- 
ical for a nurse to do 


7 A knowledge of the amount of time given 
by the supervisors and head nurses to 
nursing education, and to nursing service 


Assigning Student Duties 


The method used for assigning student duties 
is significant both to the student herself and to 
the nursing service. Either the functional or 
case method may be used. The functional method 
will perhaps expedite the work, but is not as sat- 
isfactory from the educational point of view. The 
case method, with slight modification, is the more 
desirable; to the patient it gives assurance and 
confidence. It is also more satisfactory from an 
educational point of view to the student who sees 
her patient as a whole. Assignments should al- 
ways be made in accordance with the student’s 
preparation and should be progressive. It is an 
unfortunate truth that all too often we find stu- 


dents assigned patients whose complicated care is 


too difficult for their limited experience as stu- 
dents. 


Safe and effective ward administration calls 
for a concise system of reports. Time does not 


permit a discussion of individual records. I 
should like to urge, however, that each ward have 
a procedure book which describes in detail all 
nursing procedures. The usefulness of this book 
is proportionate to its thoroughness and the extent 
to which it is kept up to date. 


Since the hospital administrator is frequently 
called upon to aid in meeting problems in the 
nursing service, a daily statistical report of the 
nursing department personnel should be prepared 
for his information, as well as frequent studies 
of bedside nursing hours. A satisfactory basis 
of cooperation and understanding between the 
hospital executive and the director of the nursing 
service is desirable for the mutual benefit of both 
the school and the nursing service. 


Today we all stand in grave danger, not perhaps 
the threat of demolition that has shattered the 
nations of Europe, but rather the danger that our 
democratic way of life may not bear up under 
the strain upon it. Principals of schools of nurs- 
ing are in a position to offer a new service, a 
service that far exceeds the former boundaries of 
our profession. We are sending young women 
into the communities of our nation to care for the 
sick and to aid in determining the standards of 
community health. Our influence upon their so- 
cial ideals as well as upon their educational 
preparation will aid materially in holding together 
the threads of our national life. 


This modern attitude, calls for two fundamen- 
tal requisites: educational planning, and the co- 
operation between hospital executives and direc- 
tors of nursing schools to provide for superior 
nursing practices. The challenge is here.. It re- 
mains with us to guide the young women in our 
profession into a new significant nursing service 
in the interests of our nation’s health and in the 
maintenance of a democratic way of life. 
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Captain Lucius W. Johnson Receives the Wellcome Award 


Captain Lucius W. Johnson of the Bureau of 
Medicine and Surgery, U. S. Navy, has been 
awarded the Sir Henry S. Wellcome gold medal 
and a cash prize of $500 in recognition of his 
services to the medical and hospital departments 
of the Navy, and his essay on “Medical and San- 
itary Care of the Civilian Population Necessitated 
by Attacks from Hostile Aircraft.” The award was 
formally presented to Captain Johnson at the 
aniiual meeting of the Association of Military 
Surgeons held in Cleveland October 10-12. 


‘aptain Johnson has made many contributions 
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to the hospital literature and was a guest speaker 
at the section on Hospital Preparedness at the 
Boston Convention of the American Hospital As- 
sociation. He has had a distinguished career in 
the Medical Corps of the Navy. For several years 
he has been the advisor of the Bureau of Medicine 
and Surgery of the Navy on hospital construction. 
He received the Navy Cross for relief work in 
Santo Domingo in 1930 and the Kober prize and 
lectureship on the subject of plastic surgery in 
1936. Captain Johnson is under orders to serve 
as commanding officer of the Navy’s first mobile 
base hospital. 





Hospitalization of Communicable Diseases 


Advantage of Central Units Serving Large Areas 


CONRAD WESSELHOEFT, M.D. 


diseases differ from general hospitals in 

that their purpose is not only to provide 
adequate facilities for treatment but—like insti- 
tutions for mental disorders—to protect the com- 
munity. From the historical point of view, the 
purpose of protecting the community preceded the 
idea of providing adequate care. It is interesting 
that isolation was first instituted for the segre- 
gation of those suffering from leprosy, one of 
the least communicable of these diseases. 


| siseases for the care of communicable 


Later there were establishments for epidemic 
diseases such as plague, smallpox, typhus and 
cholera. Here the idea of serving the patient as 
well as the community gained headway through 
the efforts of ecclesiastical orders, private bene- 
factors, or sovereigns. Personal experience of 
those in high position has always been a potent 
factor in furthering the care of a disease. Nowa- 
days, ecclesiastical bodies support very few hos- 
pitals for communicable diseases here, although 
through their foreign missions, they are still 
serving gallantly in this field. However, the great- 
est change which has come about is in the char- 
acter of the isolation hospital itself, which today 
is equipped to handle not one type of disease but 
all communicable diseases.' In the summer months 
the Willard Parker Hospital in New York has 
utilized an empty wing for cases of pulmonary tu- 
berculosis. The demand for admission of cases 
of acute venereal disease is the latest problem of 
these institutions, because of the lack of facilities 
elsewhere. I have gone into the historical aspect 
of this field because it is essential to the under- 
standing of the many problems which confront us 
at present. 


Early Diagnosis Helps to Reduce Mortality 


The hospital for communicable diseases still 
serves to protect the public, but we are learning 


From the Haynes Memorial for Contagious Diseases, Massa- 
chusetts Memorial Hospitals, Boston. 
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its limitations in this respect. Ordinarily, scarlet 
fever, whooping cough, mumps, measles, chicken- 
pox and German measles are adequately cared for 
at home, except where serious complications arise. 
With the possible exception of conditions in 
crowded tenement districts, hospitalization, does 
not reduce the incidence of these diseases. While 
this is true in general, it is, nevertheless, advis- 
able to hospitalize any case of scarlet fever where 
the wage earner of the family is a food handler. 


In Stockholm the hospitalization by law of all 
scarlet fever cases has not reduced the incidence 
of the disease; but the law has been continued 
in effect in that city because it has been found 
that hospital care has reduced the mortality. 
Hospitalization, therefore, is continued in Stock- 
holm not as a curb to the spread of scarlet fever 
in the community, but solely for the benefit 
of patients. This holds true only for a highly 
specialized unit such as the Epidemic Hospital in 
that city. It could not apply to small, poorly 
equipped units, because these do not lower the 
mortality through facilities superior to those 
existing in the home. However, early hospitaliza- 
tion of scarlet fever and the minor contagious dis- 
eases is of distinct value in curbing epidemics in 
asylums, dormitories, and barracks. 


Diphtheria, cerebrospinal meningitis, and ty- 
phoid fever afford three striking examples of the 
advisability of hospitalization because of the fa- 
cilities offered for proper handling, especially 
when complications arise. An important func- 
tion of the fully equipped hospital for contagious 
diseases lies in the facilities afforded for estab- 
lishing a diagnosis in doubtful cases. Not only 
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is this true in rashes and fevers of questionable 
origin, but in laryngeal stenosis of non-dipthe- 
ritic types and in the various forms of meningitis 
and encephalitis. 


Care of Poliomyelitis Cases 


This leads us to consider the hospitalization of 
another disease which in epidemic form gains 
front-page publicity. Today poliomyelitis is in 
more ways than one the counterpart of leprosy in 
the Middle Ages. The fear which this disease en- 
genders in the public is greater than the fear 
of tuberculosis and syphilis. Nowhere in the field 
of medicine does the medical profession encoun- 
ter the panic caused by the outcropping of this 
virus-borne malady. In recent epidemics we have 
seen put into operation old statutes that were car- 
ried out a century ago against smallpox and yel- 
low fever. In Massachusetts, ambulances bring- 
ing poliomyelitis cases to Boston were held up by 
local police and denied passage through townships 
on the assumption that the disease was air-borne. 


Poliomyelitis in its paralytic form is relatively 
much less contagious than diphtheria, scarlet 
fever, and measles. In the great Brooklyn epi- 
demic (1916), ninety-six per cent of the poliomye- 
litis cases represented only one case to a family. 
Nevertheless, subminimal infections must be very 
common in order to bring about the widespread 
immunity found by Aycock? to exist in the adult 
population of our cities. 


There are those who feel that poliomyelitis 
should be cared for in separate hospitals for the 
purpose, as is done in tuberculosis. On the other 
hand, we find the other extreme point of view 
exemplified in. the admission of acute cases to 
the wards of general hospitals with ordinary con- 
tagious precautions. Occasionally we find a con- 
tradictory note in the administration of these gen- 
eral hospitals whereby acute poliomyelitis is ad- 
mitted on precautions to the general wards but 
denied admission to the private room pavilions. 


It seems to me that a more consistent attitude 
in regard to the hospitalization. of this communi- 
cable disease would be helpful to the public state 
of mind. It is not consistent to educate the public 
to look upon acute poliomyelitis as a communi- 
cable disease, to warn them of the danger of 
crowds in times of epidemic, and at the same time 
to admit these cases to the wards of general hos- 
pitals when communicable disease hospitals are 
available and have ample room in the summer 
months. 


Medical Asepsis a Recognized Essential 


Recent advances in the care of contagious di- 
Sease have brought about great changes. Nurses 
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and interns are now immunized against diphtheria 
and scarlet fever before beginning duty. Medical 
asepsis has become a recognized essential. It en- 
ables us to care for different diseases, separated 
only by cubicles, with the same degree of safety 
that surgical asepsis allows diverse operations on 
the same operating floor. But the training of the 
staff in medical as in surgical asepsis is acquired 
only by the strictest form of discipline under ex- 
perienced supervision. 


The medical care, now steeped in chemotherapy, 
is interwoven with serum therapy, intricate labo- 
ratory examinations, x-ray photography, and elec- 
tro-cardiograms, in all of which this same medical 
aseptic technique continues. These institutions 
are not only sources for various convalescent sera, 
but keep lists of available donors who have had 
typhoid fever. The clinical experience of the staff 
is of importance not only in differential diagnosis 
but in knowing when and how to intube, to ex- 
tube, and to perform tracheotomy ; when and how 
to use the respirator; when and how to do lumbar 
drainage and cistern puncture; when and how to 
use an oxygen tent and various forms of intra- 
venous therapy. Finally, the medical care is in- 
terwoven with all the other specialties, both medi- 
cal and surgical. 


All this, of course, is much the same thing that 
has come about in general hospitals, but it is 
nevertheless a special field in itself with ramifica- 
tions in administration which require close co- 
operation with local boards of health, the State 
Department of Health, and Federal bureaus, as 
well as a particular knowledge of contagious di- 
seases, their complications and treatment. Thus, 
the function of a hospital for contagious diseases 
is to supply the modern facilities for the care of 
these cases. Without these facilities such an. in- 
stitution becomes merely a “pest house” of the 
past designed for isolation, with the care of the 
patient merely of secondary importance, a sad 
reflection on the purpose of a hospital in the mod- 
ern sense of the term. 


The law of Massachusetts requires that all 
local boards of health shall provide proper facili- 
ties for the care of diseases dangerous to the com- 
munity. They may accomplish this by maintain- 
ing hospitals for contagious diseases, or they may 
make arrangements with hospitals equipped to 
furnish such services. The disadvantage of trans- 
porting the patient to a distant hospital is out- 
weighed by the facilities afforded. People are 
getting used to sending their sick to a distant 
hospital for special care. The economic side has 
caused many cities and towns to arrange for hos- 
pitalization elsewhere. Thus, for the service 








83 









rendered the central unit is paid in large part 
from funds raised by taxes. 


This method of disposing of these cases requires 
a few words in behalf of these larger central 
units in view of the greater facilities now offered. 
In times of business depression boards of health 
with their limited budgets economize at the ex- 
pense of the central unit by sending only desper- 
ately sick cases which are most costly to the hos- 
pital, and expect the hospital to treat these at the 
same rate per patient as for mild cases. I sympa- 
thize with the local boards of health in this; but 
they must realize that this attitude on their part 
may cause the central unit to close its doors to 
them, in which event the smaller cities and towns 
would again be forced to establish and maintain 
their own inadequate small isolation units. 


Central Hospital for Communicable Diseases 


Many general hospitals in and about large cities 
maintain isolation pavilions. These are to the 
distinct advantage of these institutions, and for 
the mild cases serve admirably for the care of 
these patients. It is comparable to the home care 
of mild cases. But when a complication arises, 
such as larngeal stenosis, the case is then sent 
to the nearest hospital for contagious diseases. 
General hospitals usually are no more equipped by 
experience to handle such a case than is the gen- 
eral practitioner in the home. My point is that 
if a large general hospital is the best place for 
most medical and surgical problems, then a large 
central hospital for contagious diseases is the ideal 
place for a patient with a contagious disease 
needing hospitalization. 


We have such centralized units here in America, 
and new ones are in the process of being born. 
Private philanthropies here and there are supply- 
ing this service, but by and large this service is 
supported by municipal rather than county or 
state funds. These central units are subject to 
another economic difficulty because of the fact 
that the number of cases varies widely with sea- 
sons and epidemic conditions. The plant is often 
kept in operation. with only a few cases, yet it 
must be capable of expansion to full capacity in 
ten. days. Unfortunately, under epidemic condi- 
tions these hospitals now become crowded and 
the cubicle isolation becomes strained. The re- 
sults of this are particularly noticeable in the in- 
creased incidence of complications on convalescent 
scarlet fever floors where the patients are allowed 
to be out of bed. The strain does not bring about 
cross infections from one floor to another, but it 
opens the way to mixed infections through the in- 
troduction of a case with one disease while in the 
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concealed incubation stage of another disea::, 
Such outbreaks occur in the wards of any hospit.:’. 


The ideal cubicle system with strict techniq: e 
offers the best means of controlling these two di’- 
ficulties. The larger and better the central unit, 
the more safely can it expand rapidly. However, 
this requires that the institution be kept up at a 
great economic loss during lean periods. This is 
done in certain large centers in the world today, 
and it is done because it has been found worth 
while. 


The advantage of these large central units lies 
also in the facilities for studies and for clinica] 
teaching, now recognized as two of the important 
functions of any large and successful hospital. 


The Communicable Disease Hospital 
of the Future 


Having discussed the hospital facilities of the 
past and the present, I should like before closing 
to give you my visualization of the hospital for 
contagious diseases of the future. It should be 
large enough to handle the needs of the commu- 
nity for a radius of fifty miles or more, depending 
on the density of the population, and should re- 
ceive all the cases of acute communicable diseases 
needing hospitalization. Richardson? estimates 
this need to be one bed for each 2,000 of the popu- 
lation. The unit should be connected with a large 
general hospital for specialist support, and be 
staffed by experienced resident physicians and 
nurses with opportunities for training both. Be- 
sides, there should be teaching clinics for under- 
graduates and graduates of the nearby medical 
schools. The staff should be available for outside 
consultations. Finally, such a centralized unit 
should be closely associated with a department of 
epidemiology which could embark on field studies 
at the outbreak of any epidemic, and yet remain 
in close touch with the clinical course of all cases. 
Such a large central unit could be a privately en- 
dowed institution or be a state iustitution. In 
either case it would have to be in close codperation 
with the State Department of Health, to which 
such a unit would be of immense value. In. this 
way we could achieve the best care of the individ- 
ual patient, the greatest protection of the commu- 
nity, and also the greatest progress in our knowl- 
edge of communicable diseases. 
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Colorado's New Hospital for the Mentally Ill 


RALPH C. TAYLOR 


ment have been adopted at the Colorado 

State Hospital in Pueblo, which has just 
completed new buildings costing $2,000,000, and 
which has spent $3,000,000 in the past few years 
for new construction. The new building doubles 
its capacity and relieves congestion that has so 
long been experienced. The new structures have 
been financed with state and public works ad- 
ministration funds. 


Me innovations in construction and equip- 


Dr. F. H. Zimmerman, the superintendent of 
the hospital for thirteen years, has had architects 
and contractors incorporate many of his ideas, 
based upon his experience and his desire to build 
for performance and provide the maximum of 


Airplane view of Colorado State Hospital, Pueblo. In the foreground are newly completed buildings. Square building 
in the center is the central kitchen. Dormitories are the large two-story V-shaped structures and the building at the 
right, with the wall around it, is a new detention building for patients who are habitual runaways. It is the first de- 
tention building ever erected at the institution. These buildings are all served by the food train from the central kitchen. 
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comfort and convenience for mental patients who 
are to be hospitalized. Favorable housing facili- 
ties have much to do with treatment and recovery 
of mentally-sick persons. 


Government and other building and hospital 
authorities regard the new buildings at Colorado 
State Hospital as models for mental hospitals. 


The Cottage Plan 


Many years ago the state legislature approved 
the cottage plan and passed a law providing that 
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One of the V-shaped dormitories. The windows on the 

center arc are on the day rooms, where patients gather to 

read, sew, and sing. The opposite arc, on the inside of the 
V, houses the cafeterias, one on each floor. 


not more than 100 patients can be housed in a 
building. With the rapid increase in insanity 
during the past two decades, which is true in 
Colorado as throughout the nation, there has been 
much congestion at the Colorado. institution— 
and until the new units were finished there were 
almost twice as many patients in dormitories as 
intended. 


The law of 100 patients per building, however, 
gave hospital officials a problem in considering 
economical construction. In the first group of 
buildings the cottages were put up in two-story 
brick and concrete style, with connecting tunnels 
and porches on each floor. There are four such 
units for men and four for women, with a central 
cafeteria and kitchen building for each group. 


In the newly opened group the dormitories were 
built in the form of huge V’s, each leg of the V 
being two stories and housing 100 patients. The 
units are connected by cafeterias and sitting 
rooms that can be used by both wings, thus greatly 
reducing construction costs. 


In the center of a cluster of new buildings was 
built a central kitchen with facilities for prepar- 
ing meals for 2200 patients at a time. 


Food Transportation 


Food from the kitchen is sent to the cafeterias 
in the various buildings in large food cars that 
are pulled through connecting tunnels by an elec- 
tric tractor. The stainless steel train is as mod- 
ern as those of today’s railroads. It was especially 
designed by Mrs. Cora Kusner, chief dietitian at 
the hospital. There is a food car for each cafe- 
teria, and there is a cafeteria for every 100 
patients. 


Each car has hot and cold compartments in 
which the temperatures are electrically controlled. 
The car is taken from the train in the tunnel and 
sent up on an elevator to its cafeteria, where it is 
rolled into place in the serving counter. It then 
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becomes the actual steam table and food is served 
from it as the patients pass along. It is plugged 
in to keep the hot food warm and the cold ones 
cool. 


Hospital authorities designed the food system 
in the interests of economy. With one kitchen 
there is less equipment to buy and maintain— 
and preparation of food is cheaper. Through the 
cafeteria system the patients have the satisfac- 
tion of selecting what they want and in quantities 
they desire, thus cutting down on waste. 


The Cafeterias 


Colorado State Hospital was one of the first 
institutions in the nation to use cafeterias. They 
found cafeterias took away much of the institu- 
tional atmosphere and made the patients much 
more satisfied. They do not have to eat what is 
put before them, but can select available foods 
with the same freedom as a customer in a down- 
town cafeteria. 


Dishes are not handled on the food train. Each 
cafeteria has its own tableware, dish washing 
machine, coffee urn, griddle, toaster and refrigera- 
tor. Large storage rooms, refrigerated rooms for 
meats, vegetables, dairy products and other foods 
are maintained in the central kitchen. 


Tunnels were not an added expense, because all 
of the 50 or more buildings at the hospital are 
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connected by tunnels, six feet wide and nine feet 
high. They are used to carry water, gas, electric, 
heat and other service lines. Supplies and patients 
are moved through the tunnels in bad weather. 


Building Materials 


The buildings appear to be expensive construc- 
tion for a tax-supported institution, but while the 
original cost may be a bit higher than ordinary 
hospital buildings, there will be practically no 
maintenance in future years. Special glazed tile 
is used for interior walls instead of plastering. 
Ordinarily in construction, six men are required 
to put up interior and exterior walls—bricklayer, 
lather and plasterer and their helpers. With brick 
exterior and glazed tile interior, just the brick- 
layer and his helper are used, thus cutting down 
labor costs. 





Large stainless steel kettles in the central kitchen 


The tile is so hard that it can not be broken. 
In a mental hospital, plaster is damaged by pa- 
tients who use their hands, spoons or other 
objects to pick it off the walls. Burlap covering 
glued over plaster was found to be more durable 
than exposed plaster, but the tile is said to be 
the perfect solution. 


Rooms and corridors can be washed down with 
fire hose if desired. Floors are tile or linoleum- 
covered concrete. All corners are rounded, so 
that dirt can not collect. Consequently, the cost 
of keeping this type of building sanitary and clean 
is much less from the standpoint of labor than 
other designs. 


The buildings are attractive and appear more 
like college dormitories. There are no barred 
windows. Metal window frames are of such size 
that no one can crawl through, even if a pane is 
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Stainless steel food car at its hitching rack or “filling sta- 

tion” in the kitchen. It is plugged in. Upper half of car has 

heated wells for prepared foods; lower half has compart- 

ments for cool things; bread is placed in removal container 
on top. 





Food train assembled in the kitchen. Ordinarily the engine 

does not enter the kitchen, but picks up the cars in the ter- 

minal below. The power unit is battery-operated, has one 
wheel in front for ease of manipulation. 
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broken. There is an abundance of windows to 
admit plenty of sunlight and reflect cheer. The 
interior walls are in various colors, according to 
the type of patient using the room. Those requir- 
ing stimulation are in rooms with shades of rose, 
red and cream. Those to be quieted have rooms of 
green shades. The color is baked into the tile, so 
that painting is never required. 


Structures are set far apart and are surrounded 
by spacious lawns, flower gardens and recreation 
facilities for the further enjoyment and comfort 
of patients. 


There’ll be no over-crowding in the new dormi- 
tory cottages. The rooms are of ample propor- 
tions for one bed, but they have purposely been 
built too small for two beds. 


All buildings have floodlighting on the outside 
in case of emergencies. The lights can be turned 
on from the interior. 


The construction program has not been com- 
pleted. Dr. Zimmerman and state officials have 
announced that work will start soon on two more 
dormitories. These will replace a women’s anti- 
quated building on the main grounds—a structure 
erected in 1880. 


Buildings just finished include eight dormi- 
tories, a detention building, central kitchen, 
hydrotherapy building, isolation unit, central 
storehouse, bakery, butcher shop and sewing room, 
dining hall for employees and dormitory for 
patients who work at the farm. 


At present there are facilities for 4000 patients 








Food car rolled into one of the cafeterias, forming a portion 
of the actual serving counter. Each car has its cafeteria 
number on it. 


and 1000 employees. Actually there are about 
4000 patients in the institution, but those on 
parole bring the number up to about 4600. 


’ Gov. Ralph L. Carr has approved Dr. Zimmer- 
man’s proposal to provide outside hospital hous- 
ing for 300 of the employees and eventually almost 
all of them will be quartered outside the institu- 
tion. This will obviate the need for more build- 
ings to care for the growing number of employees. 
It also will make employees more stable, interest 
them in community life and in turn make them 
better employees, it is reasoned. 


That the institution is doing a good job is seen 
from the number of rehabilitated cases—62 per 
cent of admissions are able to return to society. 





An Impostor 


A person giving his name as “Dr. Samuel S. 
Strauss” is victimizing hospitals in the South. He 
represents himself as having been graduated from 
Tulane University Medical School and. having 
served an internship at Charity Hospital, New 
Orleans. Both institutions deny having any record 
of a person of that name. 


He was brought to one lLospital he victimized 
after having been picked up in the street following 
a “collapse,” which he claimed was due to lack of 
food. He was admitted to the hospital, cared for, 
and sympathetic citizens provided finances. As 
soon as he received the money he hurriedly de- 
parted. He drives a Buick coupe with a 1940 
license. 
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Another Impostor 


A man has been traveling through the State of 
Iowa representing himself as a salesman for the 
Whitehouse Manufacturing Company, Chicago, 
taking orders for nurses’ uniforms and collecting 
ten per cent deposit, promising that the uniforms 
will be shipped with C.O.D. charges for the 
balance. 


Chief of Detectives of the City of Cedar Rapids, 
Earl Stanley, advises that this man’s name is 
Leeman Garth Oler. He is about six feet tall, has 
dark wavy hair, twenty-eight years of age, weighs 
175 pounds, well-dressed and a good talker. 


Hospitals and nurses should be on their guard 
against this impostor. 
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Are Special Diets Overdone? 


MARY RUTH CURFMAN 


procedures which are readily controlled and 

which involve a comparatively small outlay 
of labor and supplies, the ordering of special diets 
has frequently met with a definite challenge. In 
many cases the challenger has been the dietitian 
who attempts to fulfill her obligation to the in- 
stitution by rendering the utmost in service while 
operating her department within the budget al- 
lowance. Her viewpoint is important. 


[J eee some of the hospital routines and 


In order to present her composite opinion, ques- 
tionnaires relative to special diet practices were 
prepared and sent out to dietitians in ninety-three 
hospitals, approximately 60 per cent of which 
provide approved training for interns, student 
nurses, and student dietitians. Replies were re- 
ceived from forty-four hospitals, representing a 
total capacity of from thirty-five to twenty-six 
hundred beds, an average capacity of five hundred 
forty-seven, and a two and one-half to one pro- 
portion of ward to private and semi-private beds. 
Dietitians in three New York City welfare and 
public health organizations also answered the 
questionnaire, insofar as it was applicable in their 
particular field. 


Of the total patient meals served in forty- 
three of the hospitals during 1939, from 3 to 43 
per cent were special diet meals, with an average 
of 21 per cent for the group. One:hospital, serv- 
ing 90 per cent of all patient meals as special 
diets, is not included as representative since it is 
operated primarily for metabolic disturbances. 
One public health agency reported that of the 
total cases visited during one week in 1940, 15 
per cent were on special diet. 


Special diets served to the staff and personnel 
in thirty-eight of the hospitals during 1939 range 
from 0.2 to 6 per cent and average 2.6 per cent 
of the total dining room meals. Five of the hos- 
pitals do not serve special diets to this group and 
one fills only diabetic orders. 


; Throughout this discussion, the term “special diets” is used 
to mean therapeutic diets, as distinguished from the catered 
diet and special orders. 
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Interesting Figures on Cost of Special Diets 


Few dietitians could supply the figures neces- 
sary to compare the per capita budget allowance 
and actual cost of routine and special diets. Such 
a breakdown is, for all practical purposes, almost 
impossible to establish. However, some interesting 
figures were provided. One hospital reported the 
cost of special diets to be 36 cents per patient per 
day over the per patient cost of routine diets, a 
second reported 15 cents, a third 32 cents, and a 
fourth from 4 cents to 34 cents. The average 
increase in cost for special diets for this group is 
about 25 cents per patient per day over the cost 
of routine diets. 


Special Diets Most Frequently Ordered 


It is of interest to note the types of special diets 
most frequently ordered in the forty-four hos- 
pitals. For private and semi-private patients, the 
ranking, in a general classification, is as follows: 


Rank, in 
; Frequency 
Type of Diet of Orders 
1 ON Ree ar COR OE ROE ee Py 1 
High calorie, high vitamin )} 2 
Gastro-intestinal ee ee ee ee 
Liver and gall bladder } 3 
Kidney and urinary Ce 
CIE. as eure fea nds hdc ddkonenuwuee cemeene 4 
RMI 5 705s: 2a Wea ik eis Wow he kd Ke RHE AR eae es 5 
CR aroha site otha las Geena ay 6 
PREY ooo clsrc coe wed se aes d aoa Ree anne eek 7 


For ward patients, the sequence varies but 
slightly : 


Rank, in 

Frequency 

Type of Diet of Orders 
High calorie, Mah Witaniith. . 6... 6 cee ccc cecects 1 
BIPRTIORIE oc ord os cae os oho kin Wino her debe 2 
GraMENUITIVLONERIID 5 occ ao wi vic ss nee eda dvar ages waar 3 

Liver and gall bladder | 

Obesity te Fost nce cuenencuerees 4 
Cardiac ; 
WeIGhGe ANG URINOEN 6 cedlcaclcen cndeeecdareeune: 5 
(MMR Oe. So aa R Jae Odea medal eae as 6 
UNE ihc Reena? Je CLT Rene aerate 7 














To those who are not executing special diet 
orders, it may be surprising to note the similarity 
in the types most frequently ordered for the hos- 
pital patients roughly grouped into the two eco- 
nomic levels. 


High Calorie, High Vitamin Diet 


Realizing that the high calorie, high vitamin 
diet is constantly assuming greater popularity 
and that it is one of the more expensive special 
diets, detailed information in regard to this diet 
was requested on the questionnaire. Fifteen of 
the hospitals depend entirely upon food to fill the 
high calorie, high vitamin diet order, and twenty- 
two serve a high calorie diet amplified with vita- 
min concentrates ordered as medication. 


A comparison of the costs of these two methods 
of serving the diet would appear important in 
controlling the food budget, although none of 
the hospitals had complete information available. 
One reported that to supply the high calorie, high 
vitamin requirement entirely through the food 
selection increased the cost 27 cents per patient 
per day over the cost of serving a high calorie 
diet amplified with vitamin concentrates. A sec- 
ond hospital reported that the cost of a high 
calorie, high vitamin A diet could be selected in 
either way, at an equal cost, up to fifteen thousand 
International Units of Vitamin A daily (which 
is about double the optimum intake) but above 
this requirement the addition of a vitamin A con- 
centrate to the high calorie diet is less expensive. 
These examples are not conclusive evidence of 
costs but are cited to encourage similar studies 
which may result in a more economical use of the 
high calorie, high vitamin diet. 


To the question, “Do you feel that special diets 
are overdone?” twenty-three dietitians answered 
“No,” and twenty-one answered “Yes,” with four 
replies modified by “sometimes,” “in some cases,” 
“in many cases,” and “to some extent.” 


Advantages in Large Distribution of Special Diets 


There are three outstanding points in favor of a 
fairly large distribution in the number and type of 
special diets ordered. 


1 Thorough theoretical and practical training 
of the intern, student nurse, and student dietitian 
is dependent upon the hospital’s ability to incor- 
porate all phases of medical, surgical, nursing, 
nutrition, and therapeutic principles into the edu- 
cational program. The modern teaching hospital, 
with its constantly expanding services, is ideal 
for instilling the sound basic principles which aid 
in eliminating fads and fancies not only in special 
diet but all types of ordering. 
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2 The primary function of the hospital is to 
provide the type of care and service which will 
result in the most effective improvement, or cure, 
of the patient. With the increasing emphasis 
upon food as a major part of this aim, and the 
increasing knowledge of nutrition and diet ther- 
apy being placed in the hands of the physician, 
the dietitian must be prepared to efficiently exe- 
cute her role in the fulfillment of this function. 


3 Research is continually proving or disprov- 
ing the value of therapeutic measures as employed 
in the treatment of the patient. The assistance 
of the dietitian is frequently essential in the 
evaluation of diets used in this research and she 
should give freely of her time and effort to the 
study of a problem, the solution of which not only 
may prove beneficial to mankind but make her 
services of greater value to the institution as well. 


Indiscriminate Ordering Where Special Diets 
Are Overdone 


Dietitians who feel that special diets are over- 
done present a specific challenge on points which 
almost all of us have met in practice from time 
to time, but which could rather simply be reduced 
to a minimum or eliminated entirely through 
reaching a better and mutual understanding of 


aims and functions. 


1 Ranking first in importance is the ordering 
of therapeutic diets as a means of catering to a 
finicky or a too-demanding patient. Special cater- 
ing is often necessary for the satisfaction of the 
patient but a few special orders allowed occa- 
sionally on the routine diet involve considerably 
less labor and expense than a therapeutic diet. 
Many hospitals have solved this problem through 


the selective menu for private and semi-private 


patients but the doctor’s cooperation is necessary, 
especially on the wards where the food allowance 
makes a selection impossible. ‘It not infrequently 
happens that a patient on a ward or even in a 
two-bed semi-private room is ordered on the same 
therapeutic diet as his neighbor receives, although 
the diagnosis does not justify such an order. in 
many instances the nurse encourages the ordering 
of special diets as a means of catering to the 
patient. 


2 Doctors and nurses frequently fail to appre- 
ciate either the labor or cost involved in the 
preparation and service of special diets, which 
sometimes results in indiscriminate ordering. One 
dietitian reported that neither a diet kitchen nor 
space in the main kitchen was available for the 
preparation of therapeutic diets, although they 
represent 37 per cent of the total patient meals 
served. In addition, her staff had been cut to a 








HOSPITALS 





RE ~= 4 «4. 





number below the minimum required to ade- 
quately cover the work of the department. 


3 In institutions where interns order special 
diets, both the number and type of diets are apt 
to be excessive. It is characteristic that these 
diet orders are changed each time the services 
rotate, which gives the dietitian, if not the pa- 
tient, just cause to question the value of the pre- 
scribed therapeutic measures as related to the 
diagnosis. 


4 The taking of a prescribed high calorie or 
high carbohydrate nourishment by a patient on a 
regular diet often spoils his appetite for the fol- 
lowing meal and may, in the end, result in the 
ordering of a special diet. The dietitian believes 
that mid-meal feedings should be ordered accord- 
ing to the patient’s appetite and capacity unless 
forced feedings are necessary. 


5 Uncertainty as to the patient’s diagnosis 
sometimes leads to experimentation in various 
therapeutic diets. 


6 Patients are frequently allowed to remain 
on a special diet for a long period of time, al- 
though there is no evidence of beneficial results. 
Several of the more common therapeutic diets are 
quite inadequate in the basic nutritional require- 
ments and should be used only for short periods, 
especially if no improvement is evidenced through 
their use. 


7 The dietitian wonders why the uncoopera- 
tive patient is retained on a special diet. Diabetic 
and obesity patients on weighed diets who are in- 
different to teaching methods and who demand, 
and are permitted to have, soft drinks, ice cream, 
Italian spaghetti, and similar foods in violation of 
basic nutritional requirements will always be a 
source of needless work and worry to the dieti- 
tian. She needs the assistance of the doctor and 
the nurse in educating the patient, if the special 
diet is to be continued for a definite purpose. 


8 Expensive therapeutic diets are sometimes 
ordered for the hospital patient who has neither 
physical nor financial means of continuing the 
diet following discharge. 


9 Doctors often take for granted that the ward 
diet is nutritionally inadequate. This partially 
accounts for the excessive number of high calorie, 
high vitamin diets ordered for patients who do not 
show malnutrition. 


10 Therapeutic diets are overdone by doctors 
who follow food fads. Fortunately, this criticism 
appeared only a few times in the replies from the 
forty-four hospitals. 
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Suggestions for Better Understanding of 
Special Diet Problems 


1 The hospital should allocate to the dietitian 
the personnel, space, equipment, and budget al- 
lowance necessary to efficiently execute the ser- 
vices demanded of her department. 


2 In its educational program, the hospital 
should continue to stress the importance of the 
basic adequate diet as well as the modifications 
employed in the therapeutic diet. It should teach 
the difference between therapeutic and catered 
diets, and the fallacy of food and diet fads. 


3 The doctor should be interested in con- 
ferring with the dietitian in regard to the patient’s 
diet order and any other essential points which 
will increase the value of her services. In addi- 
tion to daily contacts between the doctor and 
dietitian, some hospitals have solved many prob- 
lems and reduced the percentage of special diets 
through the functioning of a committee selected 
from the medical and dietary staff. 


4 The dietitian should play a leading part in 
the educational program in normal nutrition and 
diet therapy. She should teach the future physi- 
cian that the first requirement in the use of 
therapeutic diets is a familiarity with the needs 
of the normal organism. She should avail herself 
of every opportunity to bring about a closer co- 
ordination between other departments and her 
own. If she feels that special diets are overdone, 
she should devise a means of placing essential 
facts in the hands of an interested person who 
appreciates her problems and who can and will 
lend assistance in solving them. Depending upon 
the size and organization of the hospital, this 
person may be the director, his assistant, or the 
chairman of the medical staff. With the approval 
of the administration, she should offer a selective 
menu to at least the private patients, which, in 
itself, will give increased satisfaction to the pa- 
tient and should decrease the number of both 
therapeutic and catered diets. If the routine 
ward diet is inadequate, the dietitian should be 
the first to take the necessary steps in meeting 
the recognized dietary standards. With emphasis 
placed on the nutritional adequacy of the house 
diet, the dietitian has fortified herself against 
many just criticisms. 


The control of special diets seems to be, in the 
main, a matter of education and cooperative un- 
derstanding. The dietitian, with her statistics 
on costs for labor, food and supplies, her diet 
analyses and percentages, is probably the logical 
one to establish the basis for this control, but 
she requires the aid of the hospital and its staff 
to accomplish the mutual goal of all groups con- 
cerned in the care of the patient. 





Price Trends of Hospital Commodities 


McGill Commodity Service, Inc., Auburndale, Massachusetts 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


ONSIDERABLE publicity is now being 
C given to the subject of price control on the 
assumption that governmental action is 
likely in the near future. Frankly, there is no 
danger of an inauguration of price control dur- 
ing the near term. However, it should be fully 
understood that in the event that the United States 
is drawn into war, the inevitable “M” day would 
open wide the flood gates of government control, 
involving not only commodity prices but industry, 
finance, transportation, electric power, etc. How- 
ever, until an obvious emergency exists, price fix- 
ing will remain out of the picture pending real 
evidence of inflationary characteristics. It is 
hoped, based on the experience of World War No. 
1 and the Post-War period, that inflation will be 
avoided. At the same time there are danger 
points for the simple reason that banks are loaded 
with credit and the underlying trend of employ- 
ment and purchasing power and the cost of living 
is inescapably upward. 


We know that inflation means price fixing and 
it also paves the way for an ultimate collapse and 
heavy inventory losses. Right now there are few 
serious maladjustments in the price structure. At 
the risk of repetition we again point out that the 
McGill Index of All Commodities now stands 2 
per cent under the level recorded a year earlier, 
17 per cent under the peak of 1937, and 27 per 
cent below the average for the year 1926. It will 
be recalled that the latter year was the objective 
of the Administration only a relatively few years 
ago, during the low ebb of the depression. It is of 
interest to note that during the final week in Sep- 
tember out of fourteen individual commodity 
classifications included in the McGill Index, eight 
advanced, followed by ten advances in the opening 
week of October and eleven advances in the sec- 
ond week. There is no doubt that the underlying 
trend is headed toward new peaks, but price 
strength should be of a moderate and sound char- 
acter because, unlike conditions a quarter of a 
century ago, there is no scarcity of either indus- 
trial or agricultural commodities. 
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That is the main reason why prices have held 
on a relatively low basis during the first year of 
the war. It is estimated that national income can 
increase around twenty billions of dollars above 
the current figure before bottlenecks appear and 
the supply-to-demand ratios reach sufficiently 
strong proportions to warrant a skyrocketing 
price trend. It is hoped that producers of raw ma- 
terials, and manufacturers, wholesalers, and re- 
tailers will keep prices within bounds. However, 
economic forces will not be denied, and it is ad- 
visable to anticipate more severe government su- 
pervision over prices later on particularly when 
the average exceeds the peaks chronicled in 1937. 


Remember that, fundamentally, price fixing is 
not desirable as it does not result in maximum pro- 
duction and it also brings general economic reper- 
cussions. Still, when prices advance rapidly and 
jeopardize the cost of production for industries 
manufacturing war essentials, and when. prices 
advance to peaks that impair the purchasing 
power of the ultimate consumer, there is hardly 
any alternative other than price control systems. 
However, constantly remember that business is 
on the eve of an unprecedented industrial boom. 
Transportation facilities of this country will be 
taxed during the winter and it may be necessary 
to introduce priorities in some industries. There- 
fore, it is quite apparent that, generally speaking, 
the only sound buying procedure is to constantly 
keep inventories on a protective basis. 


All Commodities 


The underlying trend of commodity prices has 
moved upward in a definite manner in recent 
weeks and a survey of underlying economic con- 
ditions clearly reveals that a foundation exists 
which supports substantially higher levels. Under 
the stress of spreading warfare, the necessity for 
completing the armament program at the earliest 
possible date, the prospective shortage of skilled 
labor and higher labor costs, as well as huge 
armament costs which must be paid for, it is not 
a stretch of the imagination to anticipate that in 
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the course of time the price recovery will not only 
reach the peaks of 1937 but come much closer 
to the average chronicled in the year 1926. 


Drugs and Chemicals 


Price strength in alcohol failed to offset lower 
prices noted in quicksilver and iodine, and as a re- 
sult the Index was lower than in the previous 
month. Production of quicksilver continues to 
forge ahead as prices are still sufficiently high 
to attract marginal producers. Generally speak- 
ing, aggregate supplies of drugs and chemicals are 
adequate and no important price changes on the 
up side are indicated for the near term. 


Paper Products 


Since the meeting of the National Defense Ad- 
visory Commission with the pulp interests, at 
which it was determined that there was no danger 
of any pulp shortage, forward buying for both 
pulp and paper has diminished and the price lists 
have experienced considerable difficulty in main- 
taining stability. For the present, current prices 
discount bullish forces. However, there is no pros- 
pect of a severe contraction in production of paper 
products or the introduction of pronounced price 
revisions downward. In alignment with economic 
betterment consumption will reach higher levels 
by the turn of the year. Reserves that now ap- 
pear somewhat heavy will be worked off and it is 
not advisable to overlook the importance of broad- 
ening export trade. Based on the assumption 
that near-term price strength is not supported by 
existing forces, there is no immediate incentive 
to enlarge inventories. 


Cotton Goods 


Prices for duck, gray goods, print cloth, and 
cotton yarns have moved substantially upward 
since the early summer period, reflecting the im- 
provement that has taken place in domestic con- 
sumer purchasing power plus a heavier volume 
of government spending for national defense 
purposes. The capacity of the cotton spining in- 
dustry is large enough to take care of all domestic 
requirements. Supplies of cotton are plentiful, 
and prices are low. Even though somewhat higher 
producing costs make their appearance, the ad- 
vance in prices for cotton goods during the past 
two months goes far toward discounting the bull- 
ish factors. 

Fuels 


The minimum mine price set-up for bituminous 
coal became effective on the first of October, and 
\“e greatest increases in price will come in the in- 
¢.strial sizes. The Commission has ruled that 

‘er November 15 contracts can be made for a 
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period of one year, but must be subject to any 
adjustment in regulations or prices made under 
the Coal Act of 1937. Frankly, we expect that 
this minimum mine price set-up will be more ef- 
fective than the previous act. No important test 
of minimum prices will be made during the near 
term. The heavy demand for bituminous coal 
from industrial consumers, because of the high 
rate of industrial activity, will tend to keep prices 
at relatively high levels. The statistical position 
of residual fuel oil is the strongest of all petro- 
leum products. The current fuel oil supply is 
several million barrels less than it was a year ago. 
The upturn in business activity which has taken 
place during the past half year has increased the 
demand for all types of fuel oil, and expanding 
domestic consumption is offsetting the contraction 
in export trade. The current supply of gas oil 
and distillates stands at 47,986,000 barrels, which 
represents an increase of 26 per cent over the 
supply of 38,086,000 barrels held in late Septem- 
ber last year. Nevertheless, current price levels 
in our opinion are low enough to discount the 
larger supply. 
Groceries 


Only fractional price changes were noted in the 
Index for Groceries during the past month, and 
there is no prospect of important weakness. Keep 
in mind that while supplies of all types of food- 
stuffs are abundant, this phase is entirely offset 
by: price levels which in many instances represent 
the irreducible minimum. Rapidly expanding in- 
dustrial activity simply means greater employ- 
ment and purchasing power, and in turn, mount- 
ing consumer demand. Equally important, the rise 
in prices for commodities in general, particularly 
in the industrial field, is bound to have a psycho- 
logical effect upon agricultural commodities. New 
crops as well as seasonal forces are also well dis- 
counted. Some time must elapse, however, before 
the statistical position improves sufficiently to 
warrant outstanding price strength. 


Meats 


Prices for meats in general—beef, lamb, and 
pork—failed to show any noticeable advance dur- 
ing the past month. This is not at all surprising 
in view of the fact that prices now stand substan- 
tially above year-earlier levels. In the final analy- 
sis the total number of livestock on the farms is 
of large proportions. The great abundance and 
cheapness of feed support a continuation of ag- 
gressive production, and hence in 1941 some in- 
crease in slaughter is indicated which will be 
needed to cope with greater consumer demand. 
Whereas there was considerable apprehension. 
some time ago over the loss of export markets, 
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McGILL MONTHLY PRICE INDEX FOR HOSPITALS 
1926 = 100 


Ovt. Oct... “Oat. Oct. Get: “Get. ‘Oct: 
1933 19384 19385 1936 1937 19388 





ALL COMMODITIES ; 60.8 66.4 741 75.9 80.7 69.0 
Drugs and Chemicals ; 449° ACG “14 Tt. Wea - 702 
Paper Products 77.0 84.7 81.2 81.0 1041 90.5 
Cotton Goods x 87.8. 892 666.889 -729° Ti2 
Surgical Dressings F 90.8 828 79.5 741 75.8 68.8 
Fuels : WWD 743° “Git TS “928° -SiL3 
Groceries : 51.6 65.3 75.1 76.8 63.7 55.4 

496 68.4 87.5 768 101.7 178.2 
Fresh Fruits : 79.6 90.5 »°68.0 72.2. 74.3 55.5 
Canned Vegetables ; 00:3 ~°98.1 -821. 83:8 75.7 68.2 
Canned Fruits f 69:8 <800° 42 766 S10 67.1 


Dairy Products : Gib ° 6h6  T11 T72 168 - 69:2 





supplies have not accumulated in a burdensome 
manner because per capita consumption has not 
only held steady but has recently shown some dis- 
position to increase. The basic fact remains that 
when all factors are considered, current prices for 
meats are sufficiently high to discount bullish 
forces. 
Dairy Products 


The Index again advanced in a comparatively 
sharp manner, reflecting seasonal charactertistics. 
Butter, cheese, and eggs in early October were at 
the highest level since the first of the year. A 
check-up reveals that cold storage holdings of but- 
ter now stand well below the average of the past 
half decade. Producing costs are showing some 
tendency to increase, and consumption is forging 
ahead, supported by broadening employment and 
purchasing power. Stocks of cheese are above 
average but such factors as diminishing produc- 
tion along seasonal lines, increasing producing 
costs, and rapidly broadening consumer purchas- 
ing power now hold the spotlight, and even higher 
prices are indicated. As regards eggs, there are 
three powerful forces working for considerably 
higher prices over the winter of 1941. First, low 
prices in relation to feeds this year resulted in a 
sharp contraction in the production of chicks. 
Second, the stage is set for a reduction in the 
production of eggs over the next few months as 
compared wtih year-earlier figures. Third, the 


ability to buy on the part of the consumer assures 
a high rate of per capita consumption. 


Miscellaneous 


Prices of fresh vegetables are now hovering 
around low ebb, as heavy production has already 
resulted in sharp price declines to levels that ap- 
pear low particularly when, it is realized that it 
costs something to plant and harvest crops as well 
as to transport them to market. The price list of 
canned vegetables has held steady, and generally 
speaking, the 1940 pack has failed by a marked 
margin to reach the high average chronicled in 
recent years. However, supplies of canned vege- 
tables are adequate and during October the price 
level of canned peaches was reduced which offset 
the mark-up chronicled in the preceding month. 


In summary, it is well to keep in mind that for 
all practical purposes this country is at war. Our 
economy has hardly begun to reflect the repercus- 
sions which will be created as the National De- 
fense Program unfolds. The underlying trend of 
employment, purchasing power, cost of living, 
transportation, industrial costs, etc., are moving 
upward. This simply means that irrespective of 
proposed ways and means of controlling inflation- 
ary characteristics, there can be no escape from 
considerable price strength before any govern- 
mental action is contemplated. Briefly, plan on 
higher prices in 1941. 
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Recent Legal Decisions of Interest to Hospitals 


Liability of Hospital for Injury to Nurse 


Hughes v. President and Directors of Georgetown 
College, 33 F. Supp. 867 


This was an action by Susan N. Hughes against 
the president and the directors of Georgetown 
College, to recover damages for injuries which she 
sustained while she was acting as a special nurse 
for a patient in a hospital operated by the defend- 
ant. There was a judgment entered in favor of 
the plaintiff in the District Court of the United 
States for the District of Columbia. 


According to the findings of the jury, it was 
found that the plaintiff had suffered injury as a 
result of the negligence of a student nurse, who 
was regularly employed by the hospital. It was 
in evidence that the defendant was a charitable 
institution, and that the hospital was operated by 
it as one of its charitable enterprises. Another 
fact of importance was that the defendant carried 
a policy of insurance protecting it from any loss 
imposed by law in a tort action to the extent of 
$25,000.00 in addition to the costs incurred in 
investigation and in defense of the action. Of 
course, it was urged that the defendant ought not 
be held liable because of the fact that it was a 
charitable institution. An off-shoot of this defense 
was, that the plaintiff was, at the time of the 
injury, a beneficiary of the charitable institution, 
and therefore could not recover damages. 


The court conducted an examination of the 
English authorities dealing with the particular 
question, and also projected an examination into 
the law of the District of Columbia. It was found 
that there was no law in the District which was 
applicable in such fashion as to control the case 
at hand. It was recognized by the court that the 
doctrine of exemption was one which required 
application, in toto to the extent that beneficiaries 
of the charity as well as strangers must come 
under the rule. The court found that the doctrine 
of exemption had been repudiated in England, 
and it was pointed out that the law in this country 
indicated a trend away from the doctrine of total 
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immunity by application of the distinction. be- 
tween strangers to the charity and beneficiaries 
of the charity. At the same time it was recog- 
nized that the weight of authority distinctly fa- 
vored the exemption of charitable institutions 
from liability for their torts. 


After a review of the authorities the court 
poised the question as follows: 


“The present case then is reduced to the 
question was plaintiff a stranger to the 
charity. . . . Assuming, though not deciding, 
that the patient was a beneficiary, it does not 
follow that a like relationship attaches to the 
nurses. The hospital was established and 
maintained to provide care and medical atten- 
tion for suffering humanity. It was not es- 
tablished or conducted to afford a place of 
employment for trained nurses. They were 
not the object of its beneficent efforts. The 
patient here was extended the facilities of the 
institution for a nurse called in to attend a 
particular patient who could afford the ex- 
pense, also a reasonable if not a necessary 
incident in so conducting the institution as to 
best carry out the charitable intent. It was 
a method commonly adopted to make a hospi- 
tal of greatest service to suffering human 
beings who had been taken in for care and 
treatment. Like regular employees, the pres- 
ence of trained nurses specially employed by 
individual patients is essential to a hospital 
in seeking to fulfill its merciful aims. The 
cases support the view that employees of a 
hospital are not beneficiaries but strangers 
to the charity... . By what logic then can 
special nurses be put in the opposite class? 
I think a contrary view results from failure 
to keep clearly in mind the particular chari- 
table purpose of the institution and the per- 
sons who fall directly within the particular 
class for whom the benefactions are intended. 
They only should be treated as beneficiaries. 
Others are strangers to the charity, even 
though incidental circumstances may bring 





them into some relationship or contact with 
its activities. Thus in Sisters of Charity, 
etc., v. Duvelius, 123 Ohio St. 5, 173 N.E. 
737, a special nurse was held to be a stranger 
to the charity. ‘Likewise in Marble v. 
Nicholas Senn Hospital, etc., 102 Neb. 3438, 
167 N.W. 208, as to a doctor attending a pa- 
tient; Cohen v. General Hospital, etc., 113 
Conn. 188, 154 A. 435, as to visiting husband; 
McLeod v. St. Thomas Hospital, 170 Tenn. 
423, 95 S.W. 2d 917, as to visiting wife; Hos- 
pital, etc., v. Thompson, 116 Va. 101, 81 S.E. 
13, 51 L.R.A., N.S. 1025, as to friend accom- 
panying patient to hospital. ...” 


The court passed over the question of liability 


insurance in this fashion, saying: . 


Whether Hospital Is Liable for Negligence of 


“The question arising out of the fact that 
defendant is protected by liability insurance 
involves considerations of vital contract 
rights and fundamental principles of law and 
justice. In view of conclusions reached in 
plaintiff’s favor it becomes unnecessary to 
deal with that question now.” 


Nurse in Preparing Solution Ordered 
by Physician 


tigation by the Special Committee appointed | 

the City Council of the City of New York to pr. - 
ject an inquiry into certain charges made by t!¢ 
Lincoln Hospital Alumni Association concerning 
the management of Lincoln Hospital, Bronx, New 
York. It appeared that a Special Committee had 
filed an application requiring Sigismund S. Gold- 
water, M.D., Commissioner of Hospitals of the 
City of New York, and Rudolf Rapp, M.D., Medi- 
cal Superintendent of Lincoln Hospital, to show 
cause why a rule should not be ordered commit- 
ting them to jail until they produced the books 
and papers which they had been directed to pro- 
duce by way of subpoenas served upon them. The 
motion to require these men to produce the books 
and papers was allowed and it was provided that 
in, the event that they failed to obey, a warrant 
might issue directing the sheriff to commit them 
to jail until such time as they saw fit to produce 
those books and papers. It appeared that the wit- 
nesses had refused on the grounds of privilege. 


Because of the impurtance of the decision it 
will be here reported in extenso. 


“Section 43 of the New York City Charter 
provides that the City Council shall have 
power from time to time to appoint a special 
committee to investigate any matters relative 
to the property, affairs, or government of the 


Steinert v. Brunswick Home, Inc., et al., 20 N.Y.S. 
2d 459 


It will be recalled that this case has been the 
subject of comment before in this journal.* It 
was an action by the executor of a deceased for 
injuries sustained by the deceased when a nurse 
employed by the defendant injected by mistake 
a caustic solution instead of an anesthetic. The 
appellate division of the Supreme Court of New 
York pointed out that the lower court had set 
aside a verdict against the defendant and had 
dismissed the complaint on the merits. That judg- 
ment was affirmed unanimously in this case, the 
court saying: 


“Upon. the undisputed facts it is clear that 
the act of the nurse was part of the treat- 
ment of the patient and not an administrative 
or clerical act for which the defendant hospi- 
tal can be held responsible... .” 


Court Holds that Section 352 of Civil Practice Act 
Does Not Apply to Legislative Investigations 


In re Lincoln Hospital, Bronx, 20 N.Y.S. 2d 712 


This was a proceeding growing out of an inves- 
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city or of any county within the city, and that 
such committee shall have power to require 
the attendance and examine and take the tes- 
timony under oath of such persons as it may 
deem necessary. Subdivision 1 of Section 406 
of the Civil Practice Act authorizes the chair- 
man of such a committee to issue subpoenas 
requiring the attendance of witnesses and the 
production of books and papers. Another sub- 
division of the same section authorizes the 
making of application to, punish for con-— 
tempt in the event of disobedience of such 
subpoenas. 


“On March 15, 1940, the City Council duly 
adopted a resolution directing the Commit- 
tee on Rules of the Council to designate a 
Special Committee of the Council to examine 
into charges of negligence and maladminis- 
tration in the treatment of patients at Lin- 
coln. Hospital and unnecessary deaths result- 
ing from said treatment, and into charges of 
discrimination in appointment and promotion 
of doctors in the hospital, and to report back 
to the Council its findings, conclusions, and 
such remedies, if any, upon the termination 


*July issue, page 91. 
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of its investigation. Pursuant to the terms 
' of the resolution, the Committee on Rules 
designated a Subcommittee of five members 
of the Council. This Subcommittee in turn 
by unanimous vote empowered Louis Cohen, 
its chairman, to sign subpoenas requiring the 
attendance of witnesses and the production of 
records before the Committee. On April 9, 
1940, the chairman issued a subpoena duces 
tecum addressed to Commissioner Goldwater 
and another to Medical Superintendent Rapp. 
These subpoenas were duly served. On April 
11, 1940, Commissioner Goldwater appeared 
before the Committee and advised it that he 
would not produce any records containing 
data relating to the condition of patients at 
the hospital or medical or other treatment or 
services furnished to said patients. Doctor 
Rapp appeared at the same time and in- 
formed the Committee that he would not 
produce any papers or documents relating to 
- complaints made by any one with respect to 
any of the interns, clinic physicians or visit- 
ing staff of Lincoln Hospital or with respect 
to medical or other treatment or service fur- 
nished in the wards of the clinics of the hos- 
pital containing data relating to the condition 
of the patients or to the medical or other 
treatment or service furnished to them. The 
refusal of both Commissioner Goldwater and 
Doctor Rapp to obey the subpoena was predi- 
cated upon the claim that to produce the rec- 
ords which they declined to furnish would 
violate the provisions of Section 352 of the 
Civil Practice Act to the effect that ‘a person 
duly authorized to practice physic or surgery, 
or a professional or registered nurse, shall 
not be allowed to disclose any information 
which he acquired in attending a patient in 
a professional capacity, and which was nec- 
essary to enable him to act in that capacity.’ 


“In support of the application to punish 
for contempt the Chairman of the Committee 
states that an examination of the withheld 
records is necessary in. order to enable the 
Committee to conduct its investigation of the 
charges of negligence and incompetence in 
the treatment of patients at Lincoln Hospi- 
tal. It is further pointed out that the charges 
with respect to the treatment of patients at 
the hospital were made by members of the 
Lincoln Hospital Alumni Association who 
have been described by the Bronx County 
Medical Society as ‘physicians .. . for whose 
itegrity and good standing in the Bronx 

ounty Medical Society we can vouch’ and as 
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‘physicians who are reputable members of the 
medical profession.’ The Bronx County Medi- 
cal Society itself has informed the Mayor that 
‘the complaint merits investigation.’ As the 
Chairman states, a holding that Section 352 
is applicable to the investigation being con- 
ducted by the Committee would mean that 
the latter would be unable to ascertain the 
contents of the hospital records or obtain the 
testimony of the physicians themselves, re- 
sulting in complete frustration of the investi- 
gation.” 


The court then went on to point out that under 
the common law the information which physicians 
or nurses might acquire from a patient was not 
regarded as being privileged from disclosure and 
that the doctrine of privilege was a creature of 
statute. The court further indicated that the in- 
tended application of the statute dealing with 
privileged communications was to set up merely 
a rule of evidence to be applied to the examination 
of a physician when called as a witness in judicial 
proceedings. Therefore, the court said: 


“The court accordingly holds that the privi- 
lege provided for in Section 352 of the Civil 
Practice Act does not apply to legislative in- 
vestigations. .. . To uphold the claim of privi- 
lege would make it impossible for the city’s 
legislative body to examine into the serious 
charges made with respect to the administra- 
tion of Lincoln Hospital. Incompetence and 
malpractice to the great harm and danger of 
the public might thus be permitted to con- 
tinue while the city’s legislative body re- 
mained powerless to ascertain. the facts and 
take appropriate action. . . . If the hospital 
authorities are permitted access to the com- 
plete data relating to the treatment of pa- 
tients, there appears to be no good reason for 
withholding the same from the City Council, 
which, in effect, is the legal superior of the 
hospital authorities, Lincoln Hospital being a 
city hospital.” 


So much for the reasoning of the court. It 
suffices to say that had the court assumed a con- 
trary position to the one it takes here, irretrieve- 
able injury and harm might be worked to the 
detriment of patients, tax-payers, and other 
interested parties. 


It is interesting to note that this decision was 
affirmed in 20 N.Y.S. 2d 717. However, the court 
did not write an opinion. 
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In publishing Dr. J. J. Golub’s article, “Shifting the Emphasis from Departmental to Functional Organiza- 

tion of Medical Staff,” in our October issue of HOSPITALS, we incorporated an organization chart not 

intended to accompany the article. The above chart is the specially drawn organization chart which is 
described in Dr. Golub’s article. 
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Basic Principles of Public Relations 


ARNOLD F. EMCH, A.M., Ph.D. 


Editor’s Note: The Introduction and Part I of 
this article was published in the October issue. 


I! Communication Leading to 
Acceptance 


1 Belief Through Feeling 


have seen that the cultivation of under- 
WY sisnaine is an important step in the de- 
velopment of response. For without un- 
derstanding there can be no intelligent acceptance, 
and without intelligent acceptance, there is not 
likely to be any intelligent, constructive action. 
Understanding, therefore, is a desirable, if not 
an essential, prerequisite to our ultimate goal, 
since without it, prospects would or could not 
know what they are supposed to accept or believe, 
and without such acceptance or belief, they are 
not likely to act. 


Understanding alone, is not sufficient to bring 
about acceptance or belief, since this latter reac- 
tion is based on other more personal factors than 
understanding as such. It is a fundamental error 
to suppose that understanding alone, divorced 
from other considerations of response, is sufficient 
to weigh the balance in favor of acceptance or 
belief. Consider your own experience in everyday 
life. Doubtless there are many of you who possess 
a considerable knowledge of one sort or another 
concerning certain principles of sociology, eco- 
nomics, political science or theology, etc., only to 
find that, notwithstanding your understanding, 
you still do not accept them or believe them with 
any degree of assurance or conviction. You may 
understand the principles of Presbyterianism, and 
still prefer the ways of your own church, or as a 
Presbyterian, you may have made quite a study 
of the principles of the Anglican church, only to 
find yourself adhering to the doctrines of your 
own denomination. Or as a Christian you may be 
thoroughly steeped in the lore of Mohammedan- 
ism, and still live by the teachings of Christ, 
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rather than by the teachings of Mohammed. This 
is no reflection on the doctrines of any of these 
religions; it merely points the moral that under- 
standing alone, separated from the more personal 
considerations, is not sufficient to bring about 
acceptance or belief. 


Consider again the province of economics and 
political science. These are supposedly “sciences” 
and are taught, as such, in numerous excellent 
universities and colleges. But how many different 
systems of economics and government there are! 
There is the communist economics of Russia, the 
military or fascist economics of Germany, and the 
capitalist economics of our own country. Why 
does a large preponderance of Russians believe in 
theirs, a large preponderance of Germans believe 
in theirs, and a large preponderance of Americans 
believe in ours? Is there anyone so naive as to 
suppose that acceptance of one or the other by 
all these people is determined primarily or solely 
on the fact of understanding alone? 


The same psychological factors that obtain in 
these broader fields of economics, religion, or 
political science, also have their influence in our 
choices and preferences of everyday life. Our 
human feelings make it very difficult for us at 
times to accept certain propositions, no matter 
how strong the evidence in their favor. And since 
all belief depends upon the acceptance of certain 
propositions as true, no proposition can be shown 
to be true to one whosis sufficiently determined 
not to believe it. Contrawise, our human feelings 
sometimes make it very easy for us to accept 
certain propositions, no matter how flimsy the 
evidence in their favor. In such circumstances no 
proposition can be shown to be false to one who 
is sufficiently determined to believe it true. The 
fact is, that there are other deep personal con- 
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siderations, extraneous to understanding as such, 
that contribute largely to the acceptance (or re- 
jection) of that which we understand. These 
considerations of feeling permeate all the methods 
by which belief may be attained. 


Now there are doubtless many different ways 
in which belief may be attained. In this paper I 
shall enumerate and discuss six which seem to be 
most prevalent and important in our everyday 
experiences. Accordingly, belief may be attained 
(1) by way of conviction or reason, (2) by way 
of custom, (3) by way of authority, (4) by way 
of the self-evident, (5) by way of persuasion, and 
(6) by way of factual evidence. 


2 Belief by Way of Reason or Conviction 


Aristotle, conceiving rationality as the essence 
of human nature, defined man as a rational animal. 
To some extent such a definition is doubtless in 
order, for reason has come to be an important 
and distinguishing characteristic of man. With- 
out reason, man would soon revert to the Dino- 
saur-Mastodon era when bulk and brawn ruled 
supreme but could not even manipulate its envi- 
ronment sufficiently to preserve its kind. 


But even though rationality is a distinguishing 
feature of human nature, it must be admitted that 
many of our beliefs are nevertheless based on 


other than rational grounds. Not only are we 
inclined to believe what we wish to believe in 
accordance with our special interests, or natures, 
or personalities, but we rationalize these beliefs 
according to our wishes so that the grounds for 
their acceptance appear reasonable. 


Certain authors writing of public relations place 
entirely too much reliance on the rule of reason 
as an instrument of public relations. They pro- 
pose to submerge all matters of feeling, and to 
use purely rational appeals. Their motto is: Ap- 
peal to Reason! 


What such authors fail to take into account is 
that a strictly rational argument, divorced from 
all other considerations, is simply an exercise in 
logic. As such it asserts nothing as to the truth 
or falsity of its content; it merely demonstrates 
that if such and such is the case, then something 
else implied by it must, of necessity, likewise be 
the case. Technically, such argument is thus 
nothing more than the drawing of inferences from 
assumed antecedents to implied consequences or 
from assumed premises to conclusions which fol- 
low from those premises—the demonstration of 
connections (implications) between propositions. 


Now obviously, reasoning alone, understood in 
this light, is not sufficient to convince anyone of 
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the truth of any proposition. So far as the «: 
ductive presentation hopes to convince of wi 
was not previously believed, it is necessary eit!:> 
to look for initial agreements from which it ni: 
proceed—to obtain acceptance of the premises, . 
to make these first propositions acceptable | 
exhibiting the cogency and general consonarce 
with experiences of their consequences. In either 
case the feeling that we are, finally, justified in 
accepting a proposition or argument, will therefore 
be non-rational or by some other canon or crite- 
rion than the “light of reason.” It is the recogni- 
tion of this fact that has given us such common- 
place maxims as “You can lead a horse to water, 
but you can’t make him drink,” or “A man con- 
vinced against his will is of the same opinion 
still.” 


The job in public relations is not to convince 
a man against his will, however logical we may 
think our own reasoning; the job is, rather, by 
circumventing his will to change his opinion or to 
develop his point of view such that we shall be 
able to avoid or reduce to a minimum his opposi- 


' tion or resistance. 


One way to accomplish this purpose is to make 
sure that our important initial assumptions or 
first propositions are such as to be easily accepta- 
ble or to arouse common agreement. If our pros- 
pects do not agree with us at the start, we have 
several strikes against us before we even begin— 
and no matter how rigorously correct may be our 
subsequent reasoning, our prospects will not be 
inclined to follow. In this connection there is a 
further consideration which the advocates of pure 
rationality fail to take into account. This relates 
to the fact that no public relations programs can, 
even if they would, rest their claims today on rea- 
son alone—because there are in modern society 
too many equally reasonable competing claims 
with which we must contend, We live in an age 
in which there are many valuable social agencies 
and allied organizations, all of which can present 
equally strong rational claims to the interests, 
energies, and wealth of a common constituency. 
Therefore, no one agency or organization can hope 
to claim exclusive right to any prospect’s response. 
It is of the nature of a public relations program 
to be in some sense a form of special pleading. 
With all due respect to logic and reason, whose 
importance has already been shown in the plan- 
ning and development of a public relations pro- 
gram, we must ourselves be realistic in recogniz- 
ing the limitations of reason and logic and be will- 
ing to go beyond them—to play nobly and well 
on the lute of all those things that civilized men 
have come to hold dear. Let us now examine other 
ways in which belief may be attained. 
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3 Belief by Way of Custom 


An extremely important way in which belief 
may be attained is through the force of custom. 
We all believe certain ideas because we have al- 
ways believed them and because there has been 
no occasion to doubt them. We are accustomed 
to them. We are familiar with them. They are 
part and parcel of our being. Such beliefs come 
to us through usage, practice, or conventions 
which regulate our social life; through national, 
racial, or family roots; or through living and doing 
according to our training and interests and per- 
sonalities. These beliefs through custom have 
all the force of habit and comprise those regula- 
tory principles which guide us, perhaps unwit- 
tingly, but none the less doggedly, in our routine 
of everyday, customary behavior. When princi- 
ples are enunciated in terms of these everyday, 
long-held beliefs, when they are made articulate 
and brought to clear expression, they are recog- 
nized with a sense of familiarity that makes them 
acceptable immediately and without doubt. 


It takes no paragon of intellect to point out that 
such beliefs can be extremely powerful instru- 
ments in the development of response for some 
definite purpose as, for example, in a public re- 
lations program. It is extremely important, there- 
fore, that you determine the beliefs which are 
characteristic of your constituency, so that they 
may be employed or circumvented, according to 
your purpose, in the presentation of your case. 
The mere fact of inclusion in your presentation 
of propositions which stimulate a sense of secur- 
ity through custom, usage, and familiarity, will 
go far in making your ideas acceptable. 


4 Belief by Way of Authority 


Another extremely important way in which be- 
lief may be attained is through the force of author- 
ity. Many of us accept certain propositions in 
virtue of the authority by which they are estab- 
lished. Frequently such acceptance is due to re- 
spect for the office or title of an authority. This 
is exemplified in the acceptance of propositions 
laid down by persons of recognized character, high 
office, power or position. The acceptance of the 
authority of a church, or of a parent, or of a 
teacher, falls within this category. It is at bottom 
the authority of the chief, the head, the father, 
and is rooted deep in the psychic and emotional 
patterns of the human race, and of each indi- 
vidual. 


There is also the authority of expert testimony 
—‘technical knowledges in the field under discus- 
sion—which, in an age of scientific specialization 
has much to contribute in the development of 
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acceptance and belief. As one author aptly puts 
it: “When a man has made a careful study of a 
subject, and has come to conclusions for which he 
is prepared to offer evidence that seems to him 
conclusive, then it is not unreasonable to believe 
that his opinion has more weight than that of one 
who has made no such study. When there is a 
consensus of expert opinion with regard to a 
given proposition it is reasonable to accept the 
opinion of these experts if we have not ourselves 
examined the evidence upon which the proposi- 
tion is asserted to be based. Thus it is reasonable 
for the layman to accept the authority of the 
expert. With regard to the greater part of our 
beliefs we are all in the position of laymen. It 
follows that to believe a proposition on authority 
is often the wisest course to pursue.” 


Inasmuch, therefore, as all of us are obliged 
and inclined, by virtue of both reason and emo- 
tion, to accept authority in one form or another 
as a basis for many of our beliefs, it is obvious 
that an appropriate and skillful use of authority 
can become a powerful factor in making an appeal 
acceptable. 


5 Belief by Way of the Self-Evident 


Still another way in -which belief may be at- 
tained is through the use of the self-evident. We 
are usually not inclined to disbelieve the self- 
evident, for a proposition that is thought to be 
self-evident is one whose truth appears to be ob- 
vious. And unless we are unusually curious and 
obstinate we are not likely to question the obvi- 
ous. Propositions of this kind are said to be 
self-evident, either because they are psychologi- 
cally obvious, in the sense that no one doubts 
them, or because they possess a logical or mathe- 
matical certainty, as in the case of the proposition 
2+2=4. Technically, a self-evident proposition 
may be defined as one the denial of which is 
absurd or self-contradictory. 


The appeal of the self-evident as a means to 
attaining belief must be used sparingly and with 
caution. The reasons for this are, first, that 
propositions appearing obvious to one person may 
not appear so to another; second, that propositions 
which at one time may appear obvious may later 
be found not to be indubitable; and third, that for 
the contentious constituent, the obvious exists 
only to be denied—it is like a red flag to a bull. 


6 Belief by Way of Persuasion 


An extremely important way in which belief 
may be attained is through the use of persuasion. 
In one sense, of course, any method of attaining 
acceptance or belief can be nothing more at bot- 
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tom than persuasion, and in this sense, every 
device enumerated and discussed in this section 
will fall into this general category. But there is 
another, more limited, conception of persuasion 
which has to do with the oratorical and rhetorical 
arts. There are always ways and ways and ways 
of saying things. It is no exaggeration to state 
that sometimes your success in getting something 
across will depend not so much on what you say 
as how you say it. 


The arts of composition and delivery are there- 
fore of no inconsiderable value to the presentation 
of your case. Sincerity of purpose, simplicity of 
style, clarity of expression, unity of design, co- 
herence of presentation, progression of story or 
argument (it must build up to a climax), elo- 
quence of manner, lightness of touch, facility of 
wit, warmth of personality, strength of conviction, 
modesty of self, passion for cause, enthusiasm of 
tone—all have their contribution to make in the 
persuasive manner of your presentation. Being 
of the nature of arts, composition and delivery 
will of course require facility; facility, in turn, 
demands practice. But a good short-cut rule is 
the advice of Edwin Boring, of Harvard, when 
he said: “Good writing (or good speech) is a form 
of good manners.” 


7 Belief by Way of Factual Evidence 


There is still another important way in which 
belief may be attained, and that is through the 
force of factual evidence. 


In an age when we are all being continually 
bombarded with all manner of competing interests 
and appeals, it is not surprising to find that we 
finally become a little insensitive or indifferent to 
all these influences. An excellent way to combat 
this insensitivity or indifference is to parade a 
record of accomplishment in terms of facts that 
will figuratively bowl over your prospects. Let 
the facts tell the story. Let the record speak for 
itself. It is this aspect of the appeal that will be 
responsible for such a response as: “Well, what- 
ever else you say, this institution is doing an ex- 
cellent job. It deserves help.” The advantages 
of the appeal to the facts, to the record, to the 
accomplishments, is that it demonstrates service 
unadorned, and as such is incontrovertable. 


Reference to fact, however, must be direct, hon- 
est, and simple. There must be no thimble-rig- 
ging of your accounts. A financial statement, for 
example, must be drawn up so as to be understood 
and believed by any ordinary lay person. Com- 
plicated statements arouse resistance and suspi- 
cion. It helps not one whit to construct tables or 
charts that are formidable or confusing, or to 
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recite figures that serve only as a subterfuge in 
covering up the actual practices or state of affairs, 


A noteworthy array of impressive facts of ac- 
complishment, organized so as to produce famil- 
iarity with the undertaking, and marshalled so 
as to highlight the key propositions of your argu- 
ment, constitutes the guts, as it were, of a per- 
suasive presentation. 


8 Judicious Admixture of All Ways Desirable 


Now each of the ways in which belief may be 
attained, be it by way of reason, custom, author- 
ity, the self-evident, persuasion or factual evi- 
dence, will serve some special and particular 
problem in the development of response. The 
employment of no one method, singly and alone, 
will be found desirable or effective. All must be 
used with skill and caution, depending on the 
particular needs of the occasion. 


It has been said that “what reaches the heart 
without going through the mind is likely to bounce 
back and put the mind out of business.” We 
could also say, conversely, that “what reaches the 
mind without going through the heart is likely 
to remain a cold and lifeless conception.” 


If the methods of appeal heretofore described 
are skillfully applied, you may still not secure the 
final phase of response (action) desired from your 
constituency (that is a consideration we shall take 
up next), but at least you will have developed in 
or elicited from your audience a degree of convic- 
tion and belief that can be aroused into action 
favorable to your cause. 


Ill Communication Leading to Action 


1 The Principle of Available Energy 


We have seen that understanding is an indis- 
pensable condition to intelligent acceptance, and 
that intelligent acceptance, in turn, is an essen- 
tial prerequisite to intelligent, constructive action. 
But just as understanding alone is not sufficient 
to bring about acceptance or belief, so acceptance 
or belief, in and of itself, is not sufficient to bring 
about the final phase of response, that is, action. 


Since in public relations it is our purpose not 
only to induce the members of our constituency to 
understand and to accept our case (the assembled 
propositions that make up the platform on which 
our appeal is based), but also to get them to act 
upon it, it is our purpose now to consider some 
of the principles or conditions which have to do 
with the problem of eliciting action. 


The first of these may be called the principle 
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of available energy. This principle, defined in its 
simplest terms, may be said to be a capacity for 
action to produce a desired result. It is of course 
obvious that a desired result is possible only if 
there exists a capacity sufficient to produce it. 
It is therefore of paramount importance in public 
relations to determine whether the capacity for 
response is in fact present in a constituency, and 
if so, to what extent and in what degree. 


Now the available energy or capacity for re- 
sponse in a constituency is primarily of two sorts: 
it is either a psychological capacity or a material 
capacity, or, as is more usually the case, a com- 
bination of both. 


A material capacity for response may be under- 
stood simply in terms of economic resources. An 
industrial community that has been depleted of 
financial resources by strikes, lockouts, or the 
removal of a key industry, like a farm community 
depleted by the drought, is certainly in no condi- 
tion to be appealed to for the financial support 
of even worthy enterprises. A community that 
has had a radical change in character of its resi- 
dents over a period of years, for example, the 
change from single-family, better class dwellings 
to rooming houses, is not a community from which 
can be expected the degree of support for. socially 
necessary enterprises that could have been elicit- 
ed previously. 


Similarly, when an individual, who is after all 
the unit in a constituent group, through reverses 
and other economic hardships must use all his 
available energies in grubbing for the bare esserf- 
tials of living, he too, is in no position to be ap- 
pealed to for material response. As a matter of 
fact, under such circumstances, he will be in no 
position to be appealed to for any type of response, 
material or otherwise. 


Just as individuals and communities may be de- 
pleted economically and hence may not have a 
material capacity for response, so, too, individuals 
and communities, for one reason or another, may 
not have a psychological capacity sufficient to 
produce a desired result. If, for example, a group 
has been too often or too recently appealed to for 
response, and accordingly has been drained of its 
available energies, it will not arouse easily to new 
interests or appeals. It will require a period of 
psychological recuperation before it can be ex- 
pected to respond sufficiently to justify the expen- 
diture of effort in a public relations program. 
Similarly, if the interests of a group are at a given 
time too bound up in some other enterprise than 
the one you are presenting, you will encounter 
difficulty in making your own appeal felt in such 
a group. 
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What applies to the group in this case applies 
to the individual as well. Specifically, if there is 
in a given constituency an individual who is known 
for his energies and capacities for community 
service, it is of course a temptation to enlist his 
active cooperation on behalf of your enterprise. 
However, if his interests and available energies 
are already heavily engaged in other enterprises 
to the saturation point, it is not likely that you 
will get from him a measure of response sufficient 
to warrant your efforts. 


Briefly then, and in summation, with regard to 
the principle of available energy, there must exist 
in the constituency sufficient material resources 
and psychological capacities to form the basis for 
action. Further, with regard to psychological 
capacities, it must be realized that there is in each 
human being just so much available energy. This 
energy is capable of translation into thought, emo: 
tion, and action. These three are interrelated with 
respect to energy such that if an individual is 
greatly involved in mental concerns or emotional 
tensions, the energy left available for action is by 
so much lessened. This means, specifically, that 
in a public relations program, the appeal must be 
addressed to a constituency whose energies are 
not excessively bound to intellectual concerns, 
emotional tensions, or consuming actions which 
are far afield from the objectives of your appeal. 


2 The Principle of Integration 


Once we have ascertained the degree or amount 
of available energy in our constituency, we are 
then. prepared to consider the problem of organ- 
izing this energy in a directed pattern for united 
action. This function we may call the principle 
of integration. 


Now the fact that available energy exists in a 
constituency means nothing with respect to com- 
munity purposes unless it can be marshalled for 
action toward a specific aim or goal. We all know 
that there may exist in the individual members 
of a group or a community all sorts of opinions, 
prejudices, biases, special interests and concerns. 
While these remain scattered individual reactions, 
they are of little or no value to the community 
purposes. Indeed, they may be actually disunit- 
ing in their social effects. 


Now it is the problem of public relations, faced 
with this mass of different reactions (scattered 
manifestations of energy), to devise a program 
whereby the differences in individual reaction are 
minimized and the similarities in response which 
do exist are emphasized, fused, and given a com- 
mon direction. 





Anyone familiar with the problems of building 
up public opinion for social, philanthropic, and 
educational purposes, knows that this process of 
emphasis, fusion, and integration toward a goal 
is nothing to be achieved over night or through 
miraculous abracadabras. The only occasions on 
which this slow moving tempo of public opinion 
can be hastened are those associated with the 
deepest and most primitive of human needs, as, 
for example, the rousing of the self-preservative 
instincts under the influence of a war hysteria. 
But for any of the usual social purposes with 
which we are, after all, concerned, it is futile and 
self-deluding to try to cover up essential differ- 
ences in reaction by whipping up a froth of super- 
ficial activity. It takes time to educate a constit- 
uency to a knowledge of the essentials of your 
program; it takes time to unite individuals in a 
common cause in the face of disuniting factors, 
interests, and tendencies; it takes time to inte- 
grate the energies of the constituent individuals 
in a directed program designed to achieve specific 
aims or ends. 


3 The Principle of Motivation 


The channels through which energies are ex- 
pressed for specific ends or aims can be called the 
motivations. In other words, motivations are 
pathways for the release of energies in specific 
directions. Now we know that these motivations 
must relate to basic human needs of the individual 
members of a constituency. If a man is hungry, 
he will seek ways to appease that hunger. If his 
family is cold, he will seek ways in which to 
shelter them. These motivations are so basic, so 
primitive, and so direct, that for purposes of 
appeasement of hunger, achievement of shelter, 
or in its larger sense, protection, man has since 
time immemorial shown the capacity for united 
action. 


But the farther you get, the more removed you 
become, from these basic, primitive needs, the 
more difficult becomes the task of integrating 
human activity for a specific end, that is, achiev- 
ing motivation. Therefore, in general, the closer 
any basis of appeal remains to deep individual 
needs, the more simple is the problem of motiva- 
tion—integrating activity for an end. Converse- 
ly, the more social, altruistic—removed from the 
individual’s own needs—a program, the more diffi- 
cult becomes the problem of motivation. 


Despite the basic handicap in motivation from 
which all altruistically oriented public relations 
programs suffer, there are nevertheless ways in 
which it is possible to relate individual motiva- 
tions to social purposes. 
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Man has as part of his phychological equipment 
for living two basic tendencies, namely, those 
aggressive, forceful characteristics which help 
him in moulding a hostile reality, and those «on- 
structive, preservative, restorative. tendencies 
which make him creative. The former relate to 
all the motivations concerned with power, ful- 
fillment of material needs, expectation of return 
or reward, and even those motivations which, 
though dangerous, are extremely forceful, that is, 
fear and anxiety. A realistic and objective ap- 
proach to public relations must not minimize the 
fact that these motivations are, whether we like 
it or not, whether we approve of it or not, among 
the powerful forces governing human action. The 
latter, that is, the constructive, preservative, re- 
storative tendencies, relate to all the motivations 
concerned with the transmutation of selfish, indi- 
vidual concerns into socialized, civilized patterns 
of action, such as tenderness, kindliness, charity 
and spirituality. 


This is, of course, only a skeleton outline of a 
most important phase of human response. In this 
case, as previously however, I trust to your own 
knowledges of human nature to fill in the details. 


There is, however, a final point to be made re- 
garding motivation, and that has to do with the 
spark that touches off the reaction, namely, the 
trigger impulse. Briefly, after all the basic prin- 
ciples of public relations have passed in review, 
there remains this important question: what is it 
that will bring an individual finally to act? What 
is the immediate, adequate stimulus which will 
bring him to respond in line with his own moti- 
vations and the objectives which you have en- 
visioned? It is the ability to identify with or re- 
late himself to some essential element of your 
total program. Some symbol, some part of your 
program must serve as a bridge for his emotions, 


for associative trends of thought, which, with or © 


without, awareness, arouse in him urges to action, 
occasions for response. 


In these times we hear a great deal about Amer- 
ica and what it stands for. Dissertations on the 
socio-economic, political philosophies of democracy 
are apt to leave us cold. But let us see “Old 


Glory” waving at the masthead, in a good stiff | 


breeze, and let us hear the resounding phrases 
“o’er the land of the free and the home of the 
brave,” and we rise as one, without doubt, without 
question, with a readiness for action which no 
intellectual dissertation could ever arouse. We 
have been able in this instance to relate ourselves 
through a symbol to a country, its history, its 
political philosophy, its people, its ideals. That is 
the last essential in a program for motivating 
human response. 
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The Relation of Physician and Trustee 





to Voluntary Hospital Service - 


A. P. MERRILL, M.D. 


on common ground within the portals of the 

modern hospital. Both present divergent 
viewpoints and different avenues of approach to 
the common melting pot of hospital problems. 
The trustee is concerned essentially with the eco- 
nomic and the physician with the professional 
aspects of hospital operations. Indeed, it is these 
two factors with which the hospital administra- 
tion is primarily concerned. The latter serves as 
a focus point, balancing and coordinating these 
two factors into a smoothly running institution. 


To: hospital trustee and staff physician meet 


Many of the difficulties and misunderstandings 
which arise in the operation of hospitals are due 
to an improper correlation of these two functions 
with each other, and to a lack of mutual under- 
standing and respect for the scope of each other’s 
part played in the scheme of operation: 


As the Trustee May View the Hospital 


The trustee with his business experience may 
be apt to regard the hospital in the light of a com- 
mercial institution and “big business” and to 
measure its success by the yardstick of dollars 
and cents. This viewpoint is not entirely justifi- 
able as voluntary hospitals are not endeavoring 
to make money or produce economic goods. Their 
function is to render individual services to the 
general public in a nonprofit humanitarian man- 
ner. Nevertheless, certain business principles can 
be applied to the control of professional activities 
in the hospital as well as to the purely economic 
activities with advantage to all concerned. 


But when purely economic considerations pre- 
dominate the hospital policy, there is frequently 
heard the oft-familiar criticism that the manage- 
ment is unsympathetic to the professional ideals 
and endeavors of scientific medicine, that it is 
difficult to obtain the necessary facilities for the 
practice of good medicine because of false economy 
programs. It may even be said that an attempt is 
made on the part of the hospital to exploit the 
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patient, or to turn deaf ears on the appeals for 
help of less fortunate individuals—in a word, to 
control the economic and professional aspects of 
the institutional practice of medicine, if not to 
actually engage in the practice of medicine itself. 


On the other hand, institutions may become too 
professional minded, to the utter disregard of 
economy and good business management. The 
pendulum then swings the other way. Such a 
condition also thwarts the purposes of.a well- 
rounded hospital program. Physicians may be- 
come inclined to exploit the facilities of the hos- 
pital for their personal gain. There may be a 
tendency to seek concessions for patients which 
cannot be supported on the basis of intelligent 
hospital management. There may arise the desire 
to influence and dictate unduly the hospital policy 
with disregard for the principles of economy and 
good business management. Under such circum- 
stances, waste is likely to increase, costs sky- 
rocket, and the organization then loses a great 
deal of the purposes for which its creation was 
originally intended. 


Such are two possible extremes of an inade- 
quately controlled hospital policy of operation. 


Maintaining the Balance between Professional 
and Economic Objectives 


It properly falls upon the hospital administrator 
to maintain an equitable balance of power between 
the professional and economic objectives of the 
hospital and to insure the proper integration and 
understanding on the part of all concerned as to 
the fundamental policies of the institution, and 
the part which each party is expected to play for 
the common good of all. Since both the profes- 
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sional and economic aspects of hospital operation 
are essential to its success, the two must be judi- 
ciously balanced as to the degree with which each 
is allowed to effect the total hospital plan of oper- 
ation and policy. Furthermore, a factor which 
must be considered in this balance of economic 
and professional endeavors is the relationship to 
the public who is purchasing hospital and med- 
ical care. 


The professional endeavor of hospitals has been 
clearly stated by Dr. Malcolm T. MacEachern 
when he said they “are preeminently a service 
industry, and its functions are to salvage and 
repair the battered and worn human material 
consigned to these institutions for repair.” 


But “in the long run, hospitals cannot render 
service in excess of the funds at their disposal 
. . . The economic objective is to determine eco- 
nomic values in the form of income from endow- 
ments, voluntary contributions, and fees charged 
to patients for accommodations and departmental 
services. These values in turn are given up for 
such items as labor, equipment, and supplies 
which are consumed in rendering the professional 
services.”? “By their very nature, hospitals are 
obliged to conserve their financial interests in 
every possible way,”* yet this must not be done 
to the detriment of good professional services. 


The administrator, as the center and focus point 
of all activity, attempts to obtain the maximum 
professional services within the means of the eco- 
nomic resources available. That is his job as 
director. Naturally, he must be given authority 
to control policy to this extent, as it simply means 
efficiency of operation and economy to the public 
who purchases such services. The attainment of 
this goal is equivalent to a high quality of hos- 
pital service rendered. All hospital administrators 
have such an object in mind. Furthermore, the 
public is interested in purchasing only the highest 
quality of hospital care at the most economical 
terms possible. 


“Quality” 


The question of economic consideration is almost 
inherent in any discussion of the term “Quality.” 
There cannot be quality without efficiency, and 
this cannot be obtained without economy. The 
physician plays an important part in the economy 
of hospital operation. Wasteful methods, unnec- 
essary use of dressings, supplies and drugs, poor 
scientific methods, all contribute to a lowered econ- 
omy and quality of hospital services and increased 
costs of medical and hospital services to the 
public buyer. 


On the other hand, the part which the hospital 
plays in its relationship to the staff physician and 
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the medical profession as a whole, is part of a 
broad general public relations program to the com- 
munity. This relationship between hospital and 
physician is deserving of a great amount of study 
since it can be safely said, I think, that in a gen- 
eral way the quality of service rendered to the 
patients of a community by the hospitals is almost 
in direct proportion to the quality of medical care 
rendered. In other words, there cannot be good 
hospital care unless there is good medical care. 


The relationship of the physician to the hospital 
can be expressed by the formula Y = X + Z + W, 
where Y is the quality of hospital service, X is 
the quality of medical services, Z the quality of 
administrative, and W the quality of departmental 
services. Quality of hospital care is equal to the 
summation of the quality of all the others, includ- 
ing medical services. 


The Functions of the Physician in Maintaining 
the Quality of Hospital Service 


What are the actual functions of the physician 
in his relation to the quality of hospital service? 
The American College of Surgeons has outlined 
an answer to this question when it states that the 
functions of the medical staff are as follows: 


“1 Medico-Administrative—to act in an ad- 
visory capacity to the governning board of 
the hospital on professional problems. 


“2 Clinical—to render professional service 
to the patient in accordance with the precepts 
of modern scientific medicine, to maintain its 
own efficiency, to participate in education, and 
periodically to audit the professional work.” 


As concerns the clinical work of the staff, a high 
quality of service can be rendered only when the 
staff is organized properly so as to render effective 
service. This has been emphasized repeatedly. 


In this connection, a point frequently misunder- 
stood by individual physicians is the question of 
their relation to the hospital as regards the prac- 
tice of medicine. While the courts state a public 
or charitable hospital may practice medicine and 
is exempt from the established legal doctrine that 
a corporation may not engage in the practice of 
a profession such as medicine, because it possesses 
legislative authority and direct sanction of the 
law in so doing; yet it does not mean that medicine 
is practiced by a hospital, but rather in a hos- 
pital.® 


In a word, the hospital is a tool to be used by 
the physician in his treatment of certain phases 
of disease which afflicts his patients. As an indi- 
vidual, he alone can use this tool by reason of his 
knowledge and skill as a physician. Organized as 
a staff, with divisions of specialties, physicians 
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represent themselves as one body in their rela- 
tionship to the hospital as a whole. 


The Organized Staff a Self-Governing Body 


Assuming proper departmentalization of the 
staff and the appointment of various committees, 
it can, be said that the medical staff becomes self- 
governing and is represented in administrative 
affairs by the president of the medical staff who 
is advised by his executive committee. 


This organized body representing a factor on 
one side of the equation has certain mutual obli- 
gations to the trustees and the administrator of 
the hospital. The governing body depends upon 
its staff to render the best possible medical care 
to the patients confined within the institution. On 
the other hand, the medical staff depends upon the 
governing body, the administrator, and depart- 
mental heads to establish the best possible facili- 
ties for the use of physicians attached to the hos- 
pital. By keeping the attainment of these obliga- 
tions at maximum values the hospital can be 
eminently and successfully operated as a medical 
institution. The relation of trustee and physician 
presupposes that both are willing to assume their 
obligations in this regard. 


Furthermore, there must be a clear understand- 
ing as to what facilities are necessary in the hos- 
pital to insure a high quality of institutional med- 
ical practice. The medical staff as a whole is usu- 
ally the best judge of this. Hospital administra- 
tors may differ in their opinions as to what may 
be necessary. However, the best guide is the 
minimum standards as recommended by the Amer- 
ican College of Surgeons. Adherence to all of the 
details of this Minimum Standard is the best in- 
surance that the hospital is preserving a high 
quality of service from the professional stand- 
point. It is sincerely felt that all of the recom- 
mendations can be adhered to without unjustifiable 
or unwarranted expense. 


The Medico-Administrative Functions of the Staff 


As to the medico-administrative functions of 
the staff and their relation to the hospital, permit 
the venture of the remark that those hospitals 
are most successful in their operation—I mean 
by this, those who offer the highest quality of 
service per unit of dollars and cents expended— 
which utilize the advice and recommendations of 
the staff to the greatest degree. 


If a mechanism is established as a routine for, 
doing this, and is encouraged by the governing 
body and administrator, then all of the factors, 
X, Z, and W, on the right hand side of the equa- 
tion, become more closely coordinated and function 
more nearly as a single unit with one purpose in 
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mind, approaching that condition which exists in 
military hospitals where there is only one com- 
bined factor on the right hand side of the equation 
and which has been found to be the most efficient 
method of operation during critical moments of 
stress in war. Needless to say, other but similar 
crises are facing the private hospital continuously 
and it should be their endeavor to utilize every 
mechanism which might increase the efficiency of 
operation. 


It is not appreciated generally, either by trus- 
tees or the public at large, the extent of the com- 
plexities and ramifications of procedure and oper- 
ation in the modern hospital. In the words of one 
medical director, “A hospital, like a patient, has 
an inside which must be studied,” continuously, 
“with the purpose of altering and discovering 
theory and practice’’® best suited to the needs of 
the individual institution. 


The “Manual of Standing Orders” 


The problem of the hospital director is to con- 
tinually restandardize his procedures in the light 
of modern medicine, science, and business meth- 
ods, and to apply them all to the workaday of 
his hospital by making his personnel sufficiently 
familiar with them as to insure their competent 
performance. This is a big order. Almost of 
necessity, a “Manual of Standing Orders” must be 
developed and adopted which clearly defines and 
limits the lines of authority and responsibility of 
officers, departments and the methods and pro- 
cedures to be used in caring for the patients on 
all of the hospital services. 


The purpose of the Manual is to assemble in 
one written form all instructions for the guidance 
of personnel, so as to make such orders available 
for their daily and continued use and memory. 


It follows that the Manual must always be 
kept up to date in the light of new advances in 
medicine, science, and hospital operation. This 
is the task which must be continuously and suc- 
cessfully met. It is necessary because economy 
cannot be obtained otherwise than by all hospital 
personnel knowing their jobs and doing them well. 


It has been suggested that a committee of the 
medical staff be appointed on Hospital Practice 
and Procedures as a mechanism for routinely aid- 
ing in the solution of this problem. Members of 
this committee might comprise the following 
officers: (1) director of laboratories, (2) chief 
of the x-ray department, (3) chief, department of 
anaesthesia, (4) chief, department of physiother- 
apy, (5) a surgeon, (6) a physician, and (7) the 
director and the assistant director of the hos- 
pital.’ 
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This body acting as a functional unit would be 
perpetually analyzing the procedures-in the hos- 
_ pital with the view of advising the administration 
as to the most practicable and adaptable methods 
to be followed in the particular institution in the 
light of modern scientific knowledge. Another 
function would be to sift the activities of the hos- 
pital with the view in mind of determining 
whether the minimum standards of the American 
College of Surgeons are being successfully main- 
tained and making recommendations where fail- 
ures in maintaining standards are found to exist. 
Needless to say, this committee would function 
as one of the most important organized in the 
hospital, if it conscientiously carried out its re- 
sponsibilities. 


Furthermore, the committee method along every 
phase of hospital operation is to be encouraged 
by a progressive administration. It offers the 
medical staff a real opportunity to express itself 
in the permanent policies established by the hos- 
pital and is an essential factor in successful man- 
agement and its relation to efficient and econom- 
ical hospital operation. 


The Proximity of the Physician to the Patient 


Another important point affecting the quality 
of hospital service is the availability and proxim- 
ity of the physician to the needs of the patient 
and the hospital. 


In private medical practice, the closer the phy- 
sician can keep in touch with his patient, the 
better is the service that can be rendered. This 
applies none the less to the institutional practice 
of medicine. It becomes a practical problem, then, 
for the hospital administrator to devise ways and 
means of keeping the staff physician in close touch 
with the hospital patient, for by developing such 
means, the quality of hospital service will be im- 
proved. 


Many university hospitals have appreciated the 
significance of this factor by providing staff offices 
in the hospital building so that the practicing 
physician is relieved of the necessity of ever leav- 
ing the institution. He is able to treat his ambu- 
latory patients as well as his bed cases within 
the confines of the same locale. This is an ideal 
physical relationship between the hospital and 
staff physician. The latter is likely to be spared 
one or two hours’ time each day simply traveling 
from his office to the hospital. Furthermore, a 
much closer correlation can be obtained between 
the administration and physician when the latter 
is always available within the institution. Such 
a relationship, undoubtedly reflects itself in im- 
proved hospital service. The hospital of the future 
might well be a mammoth institution—medical, 
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hospital, and community health center—wiicre 
adequate office facilities are provided for all staff 
physicians. 


Regarding the clinical functions of the staff, 
medical records and “professional”* accounting 
of medical activities are two fundamental consid- 
erations which are meant to be emphasized at this 
point, among other things, as having an important 
bearing on quality of medical and hospital services 
and the likelihood of their purchase by the buying 
public. 


“In a sense, a hospital record is a professional 
tool, ‘a memorandum made in the usual course of 
business,’ to the same extent as records of busi- 
ness institutions, banks, or schools.”*® Using a 
business term, the medical records constitute the 
records of original entry just as invoices and 
vouchers are the detailed records of transactions 
so far as business accounting is concerned. The 
medical record, therefore, is the record of all pro- 
fessional transactions affecting the patient. It is 
just as important that they be as accurate and 
complete as are the corresponding records of pure- 
ly business transactions of the hospital. 


Where medical records are incomplete, careless- 
ly made, or inadequately filed or stored, it indi- 
cates a lack of appreciation for the part played 
by medical records in evaluating the quality of 
hospital work rendered to the community. 


Professional Accounting of Medical Activities 


Everyone accepts business accounting as a nec- 
essary requisite for good business whether in the 
hospital or elsewhere; but it is not generally rec- 
ognized that “professional” accounting of med- 
ical activities is just as important and necessary 
as a means of measuring and controlling the pro- 
fessional activities of the hospital. 


In “professional” accounting, all patients ad- 
mitted to the hospital are carefully studied, from 
the data given on their medical charts, as to the 
character of the services administered to them 
while in the hospital and as to whether or not 
expected results were obtained. If desired results 
were not obtained as revealed by this study, then 
further investigation is carried out to determine 
the cause for this failure. Such an investigation 
might reveal that equipment or supplies were not 
put to the use originally intended. It might reveal 
that there were failures in standards of perform- 
ance by hospital personnel or members of the 
medical staff itself. 


Essential steps necessary in a system of profes- 
sional accounting have been thoroughly discussed 


*The term “professional” accounting is here used in the sense 
of accounting of medical and professional activities of the hos- 
pital rather than the meaning of “‘accounting’’ as a profession. 
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py T. R. Ponton, M.D.° All patients admitted to 
the hospital are placed in one of nine prognostic 
categories as to whether they are good, fair, or 
bad medical risks for either the elective, emer- 
gency, or palliative treatment intended to be car- 
ried out. On discharge of the patient, the imme- 
diate result is recorded as to whether the patient 
recovered or died. “If a good risk dies, the case 
should be investigated, but if a bad risk recovers, 
the physician should be given due credit.”?° An 
index of confidential nature is maintained for each 
staff physician indicating whether his patients 
recovered or died as assigned to one of the nine 
prognostic categories. Summarized for each month 
and each year, there is thus obtained an appraisal 
of the competence of each physician’s work in the 
hospital. 


Other data which is essential to accounting of 
professional activities is the number of infections 
resulting in the hospital, the number of consulta- 
tions, and the number of autopsies obtained. 


It has been determined that infections of clean 
operative wounds may run as high as 20 per cent 
where careful studies of post-operative infections 
have been made.’ This indicates that there is 
still room for considerable improvement in the 
practical application of our knowledge of modern 
surgery and bacteriology to the institutional man- 
agement of surgical cases. This constitutes a spe- 
cific problem for medical administration. 


The number of consultations and autopsies ob- 
tained represent the means available for the pre- 
vention of the two chief items of professional loss, 
the deaths and infections.’” 


All such information should be recorded on the 
record of original entry, the medical chart. It 
should then be summarized at monthly and yearly 
intervals. It is possible to prepare certain reports 
from this data comparable to the balance sheet 
and similar financial statements made routinely 
by the business accounting department of the hos- 
pital. It is just as important, if not more so, 
that this professional balance sheet be prepared 
routinely each month indicating the number of 
lives saved and restored to health as compared 
with the number lost by death, and of failures 
to obtain the desired result. 


The Medical Audit 


From such findings a medical audit can be insti- 
tuted which will determine the various causes for 
the failures obtained and whether they were due 
tc inadequacies in equipment, supplies, personnel, 
h«spital methods and procedures, or to members 
0: the medical staff itself. ‘The chief benefit of 
ths professional audit results from the search for 
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causes in the procedures of the members of the 
medical staff itself. There is, in some hospitals, 
a tendency to be critical of the hospital and to lay 
the blame on it for everything that goes wrong. 
This is unjust to the hospital, but its worst effect 
is that failures due to errors of the medical staff 
are not honestly acknowledged and both the phy- 
sicians and their patients lose the benefits to be 
derived from study of any lack of success.’’** 


Such information should be the primary con- 
cern of the Board of Trustees, who are responsible 
both legally and morally “for the results of the 
hospital service, and only from the medical rec- 
ords can there be made an analysis of the im- 
mediate results, the reasons therefore, and the 
quality and quantity of work done.’’* 


“When a patient enters a hospital, he has the 
right to expect that everything possible will be 
done to insure his physical and mental comfort, 
that equipment necessary for diagnosis and treat- 
ment are available and that the professional serv- 
ices will be at least equal to average standards.”*® 


In any program of expansion for a hospital, the 
trustees should consider that it is better that 200 
patients be well taken care of than 300 patients 
taken care of poorly. Before additional beds are 
added to any institution, it is quite pertinent to 
ask the question: Are we taking the right kind 
of care of the patients we already have? Are 
expenditures for new beds justifiable when there 
exists a lack or absence of equipment and facili- 
ties necessary for the sanitation and safety of 
present patients? Is our sterilizing equipment 
adequate? Are our medical records properly main- 
tained to be of useful service to the hospital and 
attending physicians? Are our employees re- 
ceiving the benefits of a health and retirement 
program, now recognized as a desirable standard? 
These questions should receive careful considera- 
tion in any hospital expansion program, for ex- 
pansion of service is equally as important as ex- 
pansion of physical plant. 


The Objectives of Medical Accounting 


It is the system of accounting and auditing of 
medical and professional activities of the hospital 
which will furnish this necessary information to 
the governing body, as to whether acceptable and 
recognized standards are being met. As in the 
business accounting, the objects of medical ac- 
counting are the same: 


1 To insure that adequate facilities are 
furnished and adequate standards maintained 
in connection with the professional care of 
patients. 


2 To measure the extent to which profes- 
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sional facilities and services are used in the 
hospital business of saving lives, and evaluate 
the results obtained. 


3 To recommend measures of improvement 
where a professional audit discloses that the 
best possible results are not being obtained. 


A professional audit can do no more and no less. 
Yet the value of such information is inestimable. 
It is the yardstick by which accrediting bodies 
judge the worth of the hospital. It is the means 
by which an institution can rise to the level of 
high professional distinction and recognition. It 
is the crux and the essence for which hospitals 
were created. 


“Merely to state that good results have been 
produced is not sufficient. The well-organized 
medical staff must go further and evaluate its 
work in terms of morbidity and mortality, proving 
that the incidence of successes at least equals 
general averages and that the failures were in- 
evitable. This audit, together with the study of 
cases for educational purposes, demands that indi- 
viduals and committees be willing to do the nec- 
essary work. Every member of the medical staff 
must be ready to give the time required for such 
committee work and to attend the meetings at 
which reports are presented.” 


For their part, the trustees, who in the last 
analysis, are responsible for the success or failure 
of the hospital, should expect from their institu- 
tion the same accounting methods of medical ac- 
tivities in the institution as they expect of its 
purely economic functions. They should require 
a “balance sheet” to be submitted at monthly in- 
tervals not only of the business affairs, but of 
the professional affairs as well. If both are not 
obtainable, it should be realized that vital knowl- 
edge is lacking as regards that which should be 
available concerning the total activities of the 
hospital. The trustee will render his greatest 
service to the institution by his insistence that 
the accounting of professional affairs be at least 
as comprehensive as the accounting of business 
affairs along the lines suggested. For it is only 
from such information that knowledge of the 
quality of hospital service can be obtained—hos- 
pital service which the public is interested in 
purchasing and trustees are interested in con- 
trolling, as part of their public obligation to the 
community which they serve by reason of their 
esteemed positions as trustees of a public service 
institution. 


A Second Obligation of the Hospital Trustee 


The second great obligation of the trustee in 
his relation to the hospital is to establish the 
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mechanism whereby funds can be obtained which 
are necessary to carry out corrective and develop- 
mental plans projected for the future as found 
necessary by the deficiencies noted in the institu- 
tion from the findings of the medical and business 
audits. 


In appealing for public financial support, the 
most significant appeal can be made on the basis 
of a high quality of hospital service. The public 
is interested in a job being done well rather than 
in great quantities. When we are ill, we are anx- 
ious to receive the best attention possible. The 
general public is no different. They will be inter- 
ested in obtaining hospital care at institutions of 
high quality, as well as investing their funds in 
hospitals of a similar character. The public will 
be interested in the comparative death rate of an 
institution, the comparative rate of recovery, or 
the incidence of post-operative infection as an 
index of a hospital’s worthiness to receive public 
support through charitable gifts. Here again, the 
system of medical accounting is the only means 
available of supplying such information. 


The next objective, logically, is to sell the public 
on the high quality of service being rendered by 
the institution. An organized public relations 
department as part of the hospital can perhaps 
best do that, engineered by experts in the art of 
public relations and fund raising. 


It can be said, then, that both the obligations 
of the trustee and physician are specific in their 
relations to the hospital. “The responsibility for 
providing adequate and economical hospital care 
for the American people is not the responsibility 
of hospital trustees and administrators alone, but 
calls also for the participation of hospital medical 
staffs and the entire medical profession.”** All 
concerned must understand and appreciate the 
sphere and influence of each, coordinated into a 
united and working whole by a capable administra- 
tor with only one thought in mind—a high quality 
of hospital service at a reasonable price to the 
buying public. 


In this scheme, physicians have a definite re- 
sponsibility to familiarize themselves with their 
obligations in relation to the complex organization 
of the modern hospital. They are part of a great 
machine, delivering a high quality of service in 
the modern institutional practice of medicine, 
which is quite different from the obligations ex- 
pected when there were no such highly organized 
institutions available. 


The physician must adhere closely to the hos- 
pital policy of operation and be sympathetic with 
its aims in total, of which he is an integral part. 
He must learn to conserve, be practical and 
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prompt in his hospital appointments. His aims 
must never be selfish, but for the good of his 
confreres in practice and the institution as a 
whole. 


Methods have been outlined for evaluating the 
competence of the physician in his relation to 
hospital practice, and how best he might use his 
influence to help better the hospital. The physi- 
cian is part and parcel of the hospital structure 
and his advice and counsel is needed at every turn 
in its operation. His part is an important one in 
influencing quality of hospital service. 


The Broad Viewpoint of Hospital Economy, 
Operation and Purpose 


The trend of the times regarding the practice 
of medicine demands a broad viewpoint of hospital 
economy, operation, and purposes. Hospitals will 
be expected to keep abreast of the trend in med- 
ical practice. Association of physicians in group 
practice is one of the dominant influences in this 
regard. A similar endeavor on the part of the 
hospital is the organization of diagnostic clinics 
to meet a demand for economical group consulta- 
tions and a flat-rate type of charge for hospital 
care. Many hospitals are now offering such plans 
to the public which are proving successful. 


“Sickness strikes a very uneven blow as 10 per 
cent of the people bear 41 per cent of the costs 
of illness for any one year.” Furthermore, “the 
doctor gets only 30 per cent of the money spent 
for medical care.”?® 


The principle of pre-payment on a monthly basis 
is a means of distributing the cost of illness by 
the application of known insurance procedures 
and is the “American way of meeting the casualty 
problem that faces us all.’’?® 


It is the obligation of American medicine and 
hospitals to provide economical medical and hos- 
pital services through the application of these 
principles, and to secure for each individual a free 
choice of doctor and hospital in so doing. 


Exemplifying this is the “Plan for Hospital 
Care,” approved by the American Hospital Asso- 
ciation, which provides hospital care up to 21 days 
per year for a distributed cost of 80 cents per 
month per person. This plan operates in the 
Chicago area and is typical of others throughout 
the country and provides the patient with a free 
choice of hospital. 


Illustrative of the insurance principle adapted 
to the cost of purely medical services is the “Cali- 
fornia Physician Service” organized by the Cali- 
fornia State Medical Society which provides med- 
ical care within certain limitations at a distributed 
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cost of $1.70 a month to certain groups whose 
incomes are below $3,000 per year. 


A combined plan providing both hospital and 
medical services within reasonable restrictions has 
been organized for the municipal employees of the 
City and County of San Francisco. The cost is 
$2.25 per month to individual members. The 
plan, also; provides for free choice of doctor and 
hospital, and brings the costs of medical care 
within the means of people of moderate income 
and enables physicians to be paid for services, a 
certain percentage of which, at least, might other- 
wise have been purely charitable. 


One objection to this plan as it now operates 
is that the physician is remunerated on a sliding 
unit basis according to the number of payments 
to be made. The total capital is relatively fixed, 
and the number of payments for services is vari- 
able. If there are a great number of payments 
to be made to physicians, the amounts of the unit 
payment is proportionately less. 


It is unjust and unfair to expect the phyisican 
to bear the financial burden of this plan. It is 
hoped that this objectionable feature can be elim- 
inated in the future. 


The voluntary hospital has always provided the 
highest type of hospital:service to the public, and 
its type of control has enabled the hospital to be 
more imaginative and flexible toward changing 
needs and conditions. In recent years, there has 
been a tendency for the taxpayer to bear an ever- 
increasing burden of the costs of medical care for 
the public through tax-supported hospitals. If the 
voluntary hospital is to survive the future and 
continue to improve its quality of hospital service, 
and if the already overburdened taxpayer is to 
be relieved of the costs of medical care, then 
voluntary prepayment insurance plans should be 
encouraged as a means of aiding the voluntary 
hospital by filling empty beds and bringing med- 
ical services within the means of everyone, yet 
with all, preserving that individual relationship 
between a sick person and his doctor by free 
choice of physician and hospital. Therefore, the 
growth of such plans throughout the country is 
encouraging. 


In conclusion, may it be emphasized that the 
trustee and physician have very definite responsi- 
bilities in providing a high quality of voluntary 
hospital care to the public. This calls for an un- 
derstanding and knowledge of the part which each 
is expected to play in the specific scheme of oper- 
ation of the hospital. Some of these requirements 
have been outlined. Furthermore, this high qual- 
ity of service must be provided to the public by 
methods and means within the economic reach of 
everyone; yet withal, providing for continued and 
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increased growth of the voluntary hospital. This 
is the relationship expected of the physician and 
trustee to a high quality of voluntary hospital 
service which is purchased by the public at a 
reasonable price. . 
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Missouri Hospital Association Holds Annual Meeting 


Following immediately the meetings of the Mis- 
souri State Nurses’ Association, and the Missouri 
State League of Nursing Education, the Missouri 
Hospital Association held its annual convention 
at Joplin, Missouri, on the sixteenth and seven- 
teenth of October. The program was unusually in- 
teresting and well balanced. 


Of particular interest Wednesday afternoon 
were a detailed analysis of the Ellis-Fischel Hos- 
pital at Columbia by James L. Rogers, the new 
superintendent recently from South Carolina, a 
review of the American Hospital Association con- 
vention by Frank R. Bradley, M.D., of the Barnes 
Hospital in St. Louis, L. S. Austin of the Menorah 
Hospital in Kansas City, and H. J. Mohler, of the 
Missouri Pacific Hospital Association. 


Mr. Rogers outlined in some detail the purposes, 
procedures, and accomplishments of his new state 
cancer hospital for indigents. The review of the 
American Hospital Association convention by Mr. 
Austin, which incidentally was originally pre- 
pared for his Board of Trustees, was a masterful, 
thorough and complete account of activities in 
Boston. Missouri members who were unable to 
attend the Boston convention were fortunate to 
have the convention brought to them in this way. 
Mr. Mohler, after discussing the gist of the House 
of Delegates meetings in Boston, reviewed the 
problems of legislation in the state of Missouri, 
particularly with respect to the hospital lien bill 
which is again to be introduced next year. After 
the retiring president, Paul E. Robinson, of the 
Neurological Hospital in Kansas City, delivered 
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his presidential address, Mr. Austin, with the aid 
of charts, presented a typical hospital organiza- 
tion. 


The banquet address that evening, given by 
Arnold F. Emch, Ph.D., Assistant Secretary of 
the American Hospital Association, was devoted 
to “The Role of the Voluntary Hospital in a Na- 
tional Emergency.” A young women’s orchestra 
and an excellent chorus of twenty-five girls con- 
ducted by Oliver Sovereign, furnished a most en- 
joyable background of music and song. 


On Thursday morning, Alice Christ, associate 
professor of nursing education at the University 
of Pittsburgh, Pennsylvania, spoke on “An Evalu- 
ation Program in a School of Nursing.” Follow- 
ing this address there was a symposium on group 
hospital service and finally a general round table. 


Florence King, superintendent of the Jewish 
Hospital in St. Louis was installed as president 
of the association. L.C. Austin of Menorah Hos- 
pital was named president-elect. Mrs. Josephine 
Yates Tisdell, of the Freeman Hospital in Joplin 
was elected first vice-president and Sister Alphon- 
sine of the DePaul Hospital in St. Louis was 
elected second vice-president. Laura Hornback of 
the Pike County Hospital in Louisiana, Missouri, 
was named treasurer. E. E. King of the Missouri 
Baptist Hospital in St. Louis remains executive 


. secretary. New members of the Board of Trus- 


tees include Sister Gertrude of St. Joseph’s Hos- 
pital in Boonville, Elmer Ahlstedt of Trinity 
Lutheran Hospital in Kansas City and Rev. 0. J. 
Carder, Missouri Methodist Hospital, St. Joseph. 
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Council Committees and Committee Members Recommended by 


the Coordinating Committee for the Year 1941 


Council on Association Development 


1 Committee on Sectional Associations: Oliver G. 
Pratt, Salem Hospital, Salem, Massachusetts, 
Chairman 


2 Committee on Regional Assemblies: Malcolm 
T. MacEachern, M.D., American College of 
Surgeons, Chicago, Illinois, Chairman 


3 Committee on. District Conferences: Fred M. 
Walker, Charlotte Memorial Hospital, Char- 
lotte, North Carolina, Chairman 


4 Committee on Membership: To be made up of 
entire Council on Association Development, 
with Asa S. Bacon to continue as Chairman 


5 Committee on Association Library: Ada Belle 
McCleery, Evanston Hospital, Evanston, IIli- 
nois, Chairman; R. C. Buerki, M.D.; Arthur 
C. Bachmeyer, M.D.; Gerhard Hartman; 
Alden B. Mills; Janet Green (by invitation) 


6 Committee on Mid-Year Conference: Albert G. 
Engelbach, M.D., Cambridge Hospital, Cam- 
bridge, Massachusetts, Chairman; Albert G. 
Hahn, Secretary; Malcolm T. MacEachern, 
M.D.; A. F. Branton, M.D.; E. F. Collins, 
M.D. 


7 Committee on Hospital Councils: Charles F. 
Wilinsky, M.D., Beth Israel Hospital, Boston, 
Massachusetts, Chairman 


Council on Hospital Planning and Plant Operation 


1 Committee on Sterilization Standards for Sup- 
ply Rooms: Albert W. Snoke, M.D., Strong 
Memorial Hospital, Rochester, New York, 
Chairman 


2 Committee on Air Conditioning: Frank Brad- 
ley, M.D., Barnes Hospital, St. Louis, Mis- 
souri, Chairman; E. M. Dunstan, M.D.; T. E. 
Broadie, M.D. 


Nevember, 1940 


3 Committee on Study of Anesthetic Gases to 
Prevent Explosions: F. Stanley Howe, Or- 
ange Memorial Hospital, Orange, New Jer- 
sey, Chairman 


4 Committee on the Study of the Use of Ultra- 
violet Rays as 2 Sterilization Agent in Vari- 
ous Hospital Units: Fraser D. Mooney, M.D. 
Buffalo General Hospital, Buffalo, New York, 
Chairman; George F. Dick, M.D.; J. Dewey 
Lutes; Bernard McDermott; William F. 
Wells 


5 Committee on Simplification and Standardiza- 
tion of Hospital Furnishings, Supplies, and 
Equipment: John N. Hatfield, Pennsylvania 
Hospital, Philadelphia, Pennsylvania, Chair- 
man; L. M. Arrowsmith; William E. Collins; 
W. A. Gately; Cora E. Gould; Edgar C. Hay- 
how; Neal R. Johnson; Malcolm T. Maciach- 
ern, M.D.; Cornelia C. Pratt. 


6 Committee on Physical Defense of Hospitals: 
Arthur J. Lomas of Baltimore, Maryland, 
Chairman 


7 Committee on Architectural Plans: Donald M. 
Morrill, M.D., Receiving Hospital, Detroit, 
Michigan, Chairman 


8 Construction and Mechanical Section: (To be 


submitted) 


Council on Public Education 


1 American Hospital Association Members of the 
Joint Commitee with the American Public 
Welfare Association: Michael M. Davis, 
Ph.D., Rev. Joseph 8. O’Connell, W. S. Ran- 
kin, M.D., George O’Hanlon, M.D., R. H. 
Bishop, Jr., M.D. 


2 National Hospital Day Committee: Mr. and 
Mrs. Albert G. Hahn, Protestant Deaconess 
Hospital, Evansville, Indiana, Chairman and 
vice-chairman, respectively (The remainder 
of committee to be submitted later) 
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Council on Administrative Practice 


1 Committee on Accounting and Statistics: Gra- 
ham L. Davis, W. K. Kellogg Foundation, 
Battle Creek, Michigan, Chairman; 8S. Haw- 
ley Armstrong; William A. Dawson; M. Ray 
Kneifl; John R. Mannix; C. Rufus Rorem, 
Ph.D.; Percy Ward. 


2 Committee on Insurance Coverage: John Gor- 
rell, M.D., Battle Creek Sanitarium, Battle 
Creek, Michigan, Chairman; Joe R. Clem- 
mons, M.D.; A. J. Hockett, M.D.; Russell J. 
Rogers. 


3 Committee on Personnel Relations: James A. 
Hamilton, New Haven Hospital, New Haven, 
Connecticut, Chairman; A. C. Bachmeyer, 
M.D.; E. M. Bluestone, M.D.; Edgar C. Hay- 
how; Alden Mills; Oliver G. Pratt; Caroline 
Snyder; Fred M. Walker; Frank J. Walker; 
W. Crane Lyon. 


4 Committee on Purchasing: Arden E. Hard- 
grove, Norton Memorial Infirmary, Louis- 
ville, Kentucky, Chairman; Guy J. Clark; 
S. K. Hunt; Warren W. Irwin; H. A. Mun- 
son; M. H. Eichenlaub; Neal Johnson. 


Council on Government Relations 


a" 


Committee on Workmen’s Compensation: John 
Hatfield, Pennsylvania Hospital, Philadel- 
phia, Pennsylvania, Chairman 


2 Preparedness Session (for 1941 program) : Ar- 
thur C. Bachmeyer, M.D., University of Chi- 
cago Clinics, Chicago, Illinois, Chairman; 
John N. Hatfield, Pennsylvania Hospital, 
Philadelphia, Pennsylvania, Secretary 


3 Committee on State Preparedness: A. M. Cal- 
vin, Minnesota Hospital Service Association, 
St. Paul, Minnesota, Chairman 


Council on Professional Practice 


1 American Registry of Physical Therapy Tech- 
nicians: Joseph C. Doane, M.D., Jewish Hos- 
pital, Philadelphia, Pennsylvania 


bo 


Committee for Training of Record Librarians 
of the American Association of Medical Rec- 
ord Librarians: Arthur C. Bachmeyer, M.D., 
University of Chicago Clinics, Chicago, IIli- 
nois 


3 National Committee on Better Care for Mothers 
and Babies: Samuel A. Cosgrove, M.D., Mar- 
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garet Hague Maternity Hospital, Jersey City, 
New Jersey 


American Hospital Association Representatives 
to Committee on Accrediting of the National 
League of Nursing Education: Nathaniel W. 
Faxon, M.D., Massachusetts General Hospi- 
tal, Boston, Massachusetts, and additional ap- 
pointment to be made later 


National Committee to Cooperate with the Na- 
tional Housekeepers Association: Joseph G. 
Norby, Columbia Hospital, Milwaukee, Wis- 
consin, Chairman; William O’Brien, M.D.; 
Fred G. Carter, M.D.; Doris Dungan. 


Committee to Cooperate with the American 
Dietetic Association: Joe R. Clemmons, M.D., 
Roosevelt Hospital, New York City 


Committee on Dental Study: Dr. T. L. Marsh 
of Toronto, Chairman; and G. Harvey Ag- 
new, M.D. 


Council on Hospital Service Plans 


Committee on Accounting and Office Practice: 
Sherman D. Meech, Rochester, New York, 
Chairman; Carl M. Metzger; Harry Sesan; 
G. Gordon. Strong, and W. R. McBee 


Committee on Activities of Insurance Compa- 
nies: Robert Cunningham, Jr., Chicago, Illi- 
nois, Chairman; L. D. Fowler; Wm. S. Mc- 
Nary; Ed. S. Moore; Stanley Saunders; J. 
Philo Nelson 


Committee on Hospital and Medical Relations: 
Paul Keller, M.D., New York City, Chair- 
man; Frank T. Hammond, M.D.; Lewis E. 
Jarrett, M.D.; Peter D. Ward, M.D.; Carl I. 
Flath 


Committee on. Low-Cost Plans: Thomas §&. 
Gates, Jr., Philadelphia, Pennsylvania, Chair- 
man; S. S. Goldwater, M.D.; A. Oseroff; 
George Putnam; R. O. Bonnell; L. 8. Green- 
leaf 


Committee on National Accounts and Uniform 
Contracts: Arthur M. Calvin, St. Paul, Min- 
nesota, Chairman; Glenn Clark; John R. 
Mannix; Frank Van Dyk; Leroy Vincent 


Committee on Public Education: R. F. Caha- 
lane, Boston, Massachusetts, Chairman; 
Frank A. Deniston; Miriam Steep; H. C. Ste- 
phenson; M. H. Coleman; E. A. van Steenwyk 


Committee on Rural Development: Ray F. Mc- 
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Carthy, St. Louis, Missouri, Chairman; Gra- 
ham L. Davis; Fred P. G. Lattner; Virginia 
Liebeler; Leon R. Wheeler 


8 Committee on Statistics: J. Douglas Colman, 
Baltimore, Maryland, Chairman; Wesley 
Arden; Walter Bjorn; K. G. Campbell; W. C. 
Connelly 


9 Committee on Problems of Medium-Sized 
Plans: Clement W. Hunt, Harrisburg, Penn- 
sylvania, Chairman; Peter Klein; Paul Webb; 
W. N. Armstrong; Louis Degenhardt; R. O. 
Parker; Robert Marsh 


Standing Committees 


Commission on Hospital Service 


Terms expire in 1941 


Basil C. MacLean, M.D., Strong Memorial Hospital, 
Rochester, New York, Chairman 


C. Rufus Rorem, Ph.D., 18 East Division St., Chicago, 


Illinois, Director 


Robin C. Buerki, M.D., State of Wisconsin General Hos- 
pital, Madison, Wisconsin 


S. S. Goldwater, M.D., Associated Hospital Service of 
New York, New York City 


Rt. Rev. Msgr. M. F. Griffin, 13824 Euclid Avenue, Cleve- 
land, Ohio 


Committee on Resolutions 


Frank J. Walter, St. Luke’s Hospital, Denver, Colorado 
(1942), Chairman 


Jacob H. Trayner, Idaho Falls L.D.S. Hospital, Idaho 
Falls, Idaho (1945) 


A. J. Hockett, M.D., Touro Infirmary, New Orleans, Louisi- 
anna (1944) 


Rev. Harry E. Hess, Nebraska M.E. Hospital and Dea- 
coness Home, Omaha, Nebraska (1943) 


John H. Hayes, Lenox Hill Hospital, New York, New 
York (1941) 


Latin-American Committee 


Malcolm T. MacEachern, M.D., American College of Sur- 
geons, Chicago, Illinois, Chairman 


W. Franklin Wood, M.D., McLean Hospital, Waverly, 
Massachusetts 


Donald C. Smelzer, M.D., Graduate Hospital of the Uni- 
versity of Pennsylvania, Philadelphia, Pennsylvania 


Felix Lamela, Esq., School of Tropical Medicine, San 
Juan, Puerto Rico 


Howard E. Bishop, Robert Packer Hospital, Sayre, Penn- 
sylvania 


E. M. Dunstan, M.D., Dallas City-County Hospital Sys- 
tem, Dallas, Texas 


E. W. Jones, Albany Hospital, Albany, New York 


November, 1940 





Committee on Arrangements for the Institute for 
Hospital Administrators 


Malcolm T. MacEachern, M.D., American College of Sur- 
geons, Chicago, Illinois, Chairman 


Asa S. Bacon, Presbyterian Hospital, Chicago, Illinois 


Mabel W. Binner, R.N., Children’s Memorial Hospital, 
Chicago, Illinois 


Ada Belle McCleery, R.N., Evanston Hospital Assn., Evan- 
ston, Illinois 


William H. Walsh, M.D., 612 North Michigan Ave., Chi- 
cago, Illinois 


E. I. Erickson, Augustana Hospital, Chicago, Illinois 


L. C. Vonder Heidt, West Suburban Hospital, Oak Park, 
Illinois 


Gerhard Hartman, American College of Hospital Adminis- 
trators, Chicago, Illinois 


Arden E. Hardgrove, Norton Memorial Infirmary, Louis- 
ville, Kentucky 


Bert W. Caldwell, M.D., American Hospital Association, 
Chicago, Illinois 


Committee on Ethics 


G. Harvey Agnew, M.D., Toronto, Ontario, Chairman 
Malcolm T. MacEachern, M.D., Chicago, Illinois 

S. S. Goldwater, M.D., New York City 

Asa S. Bacon, Chicago, Illinois 

Rt. Rev. Msgr. M. F. Griffin, Cleveland, Ohio 


Committee on By-Laws 


A. C. Bachmeyer, M.D., Chicago, Illinois (1942), Chairman 


Anthony J. J. Rourke, M.D., San Francisco, California, 
(1945) 


George P. Bugbee, Cleveland, Ohio (1944) 
Graham L. Davis, Battle Creek, Michigan (1943) 
Joseph C. Doane, M.D., Philadelphia, Pennsylvania (1941) 


Nominating Committee of Assembly Delegates 


Oliver G. Pratt, Salem, Massachusetts (1942), Chairman 
Edith B. Irwin, R.N., Greensburg, Pennsylvania (1945) 

H. A. Black, M.D., Pueblo, Colorado (1944) 

C. J. Cummings, Tacoma, Washington (1943) 

R. L. Loy, Jr., Oklahoma City, Oklahoma (1941) 


Committee on Nomination of Officers 


George O’Hanlon, M.D., Jersey City, New Jersey (1942), 
Chairman 


Alice G. Henninger, Pasadena, California (1945) 
George F. Stephens, M.D., Montreal, Quebec (1944) 

W. Franklin Wood, M.D., Waverley, Massachusetts (1943) 
Robin C. Buerki, M.D., Madison, Wisconsin (1941) 





Hospital Service Plan News 


Prepared by the Commission on Hospital Service 
and the Council on Hospital Service Plans 


pital service plans has been approved accord- 

ing to the standards of organization, poli- 
cies, and procedures established by the Commis- 
sion on Hospital Service of the American Hospital 
Association. 


EF of the following sixty-six nonprofit hos- 


Total En- 
rollment 
October 


Location and Name of Plan 1,1940 


Alabama 
Hospital Service Corporation of Alabama, Birm- 


ISHAM, \ASEAGS= WIG!) 2 aoe 's-o.5/0.0 6 vre.sreiss ors; 6 oe 65,422 
California 
Associated Hospital Service of Southern Cali- 
ONIN S08 MAMCION 55 5-550 5.04 Cisiere a Sas aioe bios 27,518 
Insurance Association of Approved Hospitals, 
SORE REINO 55 in se pie bernie Woo cae nese bee 35,878 
Intercoast Hospitalization Insurance Associa- 
MADR ISR OMIA BEG 2 555.25 3c ln eisioee 6664 wie aces ewes 19,017 
Manitoba (Canada) 
Manitoba Hospital Service Association, Winni- 
MOP, CHPOVINCE“WIKE). 26. sc iiaec civ ewocsns 34,757 
Colorado 
Colorado Hospital Service Association, Denver, 
CGIAUG=WAGO) © os bok cmreironbnsancssitaseus 43,784 
Connecticut 
Connecticut Plan for Hospital Care, New Haven 175,365 
Hospital Service Plan, Norwalk.............+. 27,448 
Delaware 
Group Hospital Service, Wilmington (state- 
BME} 00s oe un anna Veen Ee eee ss 25,282 
District of Columbia 
Group Hospitalization, Inc., Washington, D. C. 
NOHTLOO SBUMCL)) dc sid sisen sides Ors ns hawwer *90,000 
Georgia 
United Hospital Service Association, Atlanta... 22,567 
Hospital Service Association of Savannah...... 5,553 
Illinois 
Group Hospital Service of Illinois, Alton....... 20,726 
Plan for Hospital Care, Chicago.............. 189,749 
Associated Hospitals of Danville.............. 4,164 
Decatur Hospital Service Corporation.......... 9,627 
Central Illinois Hospital Service, Peoria....... 15,758 
Northern Illinois Hospital Service Corporation, 
DONE oso ham bas semis ateia ns aahiowamaleb anes 22,309 
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Iowa 
Hospital Service, Inc., of Iowa, Des Moines..... 10,370 
Kentucky 
Ashland Hospital Service Association......... 6,217 
Louisville Community Hospital Service, Inc..... 18,683 
Louisiana 
Hospital Service Association of Baton Rouge... 3,109 
Flint-Goodridge Hospital Service Plan, New Or- 

PS ee as ie hea eee ear ere epee rane eran 3,375 
Hospital Service Association of New Orleans... 54,632 
Maine 

Associated Hospital Service of Maine, Portland 
Ute WAUE)) 5c cieiorein'o Sterslarere sg ncereisinielaiivie oie « 20,202 
Maryland 
Associated Hospital Service of Baltimore (state- 
SOURED arene setcpsceatriaye iste petsuenstersiers: Oa cfabaiees ies eromin’s 74,908 
Massachusetts 
Associated Hospital Service of Massachusetts, 
Boston (state-wide) ........cceececceeecees 245,603 
Michigan 
Michigan Hospital Service, Detroit (state-wide) 246,909 
Minnesota 
Minnesota Hospital Service Association, St. 
Pil, AIBUREE WIDE) <6. 00 56:8: die 01-0100' wise 6. 0:6-0.000 368,840 
Missouri 
Group Hospital Service, Inc., Kansas City...... 46,466 
Group Hospital Service, Inc., St. Louis........ 136,561 
New Jersey 
Hospital Service Plan of New Jersey, Newark 
ST POMINRCLE 6 2:2 vinieie cichd-eecs rebels = Hislorererdieis 225,960 
New York 
Associated Hospital Service of Capital District, 
PANES Ace or airo e700 6 Weiss bie ie. sia Sronwiats oler dha ecererenst Ov ode 51,300 
Hospital Service Association of Western New 
ED, Songer inks ds ae kek ohee sia eeedene 183,392 
Finger Lakes Hospital Association, Inc., Geneva 2,464 
Chautauqua Region Hospital Service Corpora- 
ee I 66s ca cunw ares sdb ee rKaye® +7,873 
Associated Hospital Service of New York, New 
BV Ay MIRO RUN facies avess cine er eiern'obi elena ial esbrarcvelpioaceielbua’s 1,253,322 
*Estimated enrollment. 
**September 1 enrollment. 
¢September 15 enrollment. 
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Rochester Hospital Service Corporation....... 147,167 
Group Hospital Service, Syracuse............. 97,744 
Heepitar Bian, Wie. Utila. 6 ois cds cececce cues 64,164 


Hospital Service Corporation of Jefferson 


COM. \WALCELOWIE aces selec cle ewcceinee ces 4,333 | 


North Carolina 
Hospital Savings Association of North Carolina, 


sO OR RN ere Soa a ork: Sackrarerncarbiioie Cealacaies 135,717 
Hospital Care Association, Durham........... **57,881 
North Dakota 

North Dakota Hospital Service Association, 
PGESO (StREE-WIDE)) <<. cates ci csrewececeweve ees 5,848 
Ohio 
Hospital Service Association of Summit County, 

MIE oso erat eioiciarbard ee wre Rerero ee nae orale ee 41,685 
Hospital Service, Inc., of Stark County, Canton 15,021 
Hospital Care Corporation, Cincinnati......... 65,814 
Cleveland Hospital Service Association........ 375,701 
Central Hospital Service Association, Columbus 13,301 
Portsmouth Hospital Service Association...... 4,976 
Hospital Service Association of Toledo......... 65,784 
Associated Hospital Service of Mahoning 

County, Youngstown .....cesccces Sani tertata 50,961 

Oklahoma 
Group Hospital Service, Inc., Tulsa (state-wide) 6,967 
Pennsylvania 

Capital Hospital Service, Harrisburg.......... 30,937 
Associated Hospital Service of Philadelphia.... 251,940 
Hospital Service Association of Pittsburgh.... 269,336 
Hospital Service Association of Northeastern 

Pennsylvania, Wilkes-Barre ............... 16,531 


Rhode Island 
Hospital Service Corporation of Rhode Island, 


Providence (state-wide) ...............e00- 24,358 
Tennessee 
Holston Valley Community Hospital Plan, 
Bemganort: ...0.. eee [same nial ee atete ners erste aes g 9,190 
Virginia 
Piedmont Hospital Service Association, Lynch- 

iaicrnvsGaeaeewarnes cicerieiukerens 2,660 
Virginia Peninsula Hospital Service Association, 

INGWDORGE INOWS <5 scowsmedinwdlndaewdencs oes 7,261 
Tidewater Hospital Service Association, Norfolk 20,606 
Richmond Hospital Service Association........ 40,171 
Hospital Service Association of Roanoke....... 4,046 


West Virginia 


Huntington Hospital Service, Inc.............. 9,587 
Wisconsin 
Associated Hospital Service, Inc., Milwaukee 
EE alas is Res Ne cane encs 22,453 
I 5 606 608d wan suns nesy deus ehdowcees 5,607,195 


The following plans do not give as much cov- 
erage to dependents as to their employed sub- 
scribers: New Haven, Alton, Des Moines, St. 
Louis, Kansas City and Harrisburg require de- 
pendents to pay $1.00 for each day of care; Utica 
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requires them to pay $2.00 per day of care on a 
semi-private room contract, and $1.00 per day on 
the ward contract; Flint-Goodridge, Manitoba, 
Minnesota and North Dakota allow dependents 
half-coverage; Kingsport allows them one-third 
coverage; Rochester, New York, allows the sub- 
scriber and first dependent full coverage (except 
for maternity), and the other members of the 
family are required to pay $2.00 for each day of 
care; New Orleans requires dependents to pay 
$2.50 per day on a private room contract and 
$1.00 per day on a semi-private room contract. 


Expansion of Enrollment Areas 


A number of plans originally established to 
serve restricted urban areas have during the year 
expanded to neighboring cities, rural areas, or 
states. Examples of plans which have proceeded 
along this line are the Minnesota Hospital Ser- 
vice Association, the Colorado Hospital Associa- 
tion, Hospital Service, Inc., in the Bay district of 
California, Connecticut Plan for Hospital Care, 
New Haven, Hospital Service Association of Pitts- 
burgh, the Cleveland Hospital Service Association, 
and the newer Ohio plans which, until 1939, were 
limited to county lines. 


All but three of the twenty-five largest cities in 
the United States (except Indianapolis, Seattle 
and Portland) are now the headquarters of ap- 
proved nonprofit hospital service plan. 


Analysis of Enrollment Increase 


The total participants in approved nonprofit 
hospital service plans was 5,607,000 on October 1, 
1940, as compared with 4,013,000 for 55 approved 
plans on October 1, 1939, a net increase of 1,594,- 
000. During 1940 there were 12 plans added to the 
approved list, and one for which a certificate was 
not reissued. 


There are approved nonprofit hospital service 
plans operating in 27 states and one province. Fif- 
teen of the states are served by state-wide plans, 
and in eight others the approved plans have al- 
lotted territory to enroll potentially the entire 
population. Nine states account for eighty per 
cent of total enrollment as follows: New York 
(9 plans) 1,762,000; Ohio (8 plans) 633,000; 
Pennsylvania (4 plans) 569,000; Minnesota (state- 
wide) 369,000; Illinois (6 plans) 262,000; Michi- 
gan (state-wide) 247,000; Massachusetts (state- 
wide) 246,000; Connecticut (2 plans) 203,000; 
Missouri (2 plans) 183,000. 


The growth of enrollment during one year is 
not to be regarded as the sole standard of ade- 
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quacy for a community sponsored hospital service 
plan. More important are the prospects or actual 
accomplishment of reaching a large proportion of 
the available population with group budgeting 
plans for hospital care. Some of the cities or areas 
not specially mentioned have already enrolled 
from twenty to forty per cent of the employed 
population and their families. In other cases, con- 
servative enrollment procedures have laid the 
foundation for reaching a larger group through 
increased benefits or reduced subscription rates. 


No two plans are identical in their rates and 
benefits or in the history of their growth and pub- 
lic assistance. They are all similar, however, in 
their sponsorship by the member-hospitals of the 
various communities, and in their objective of 
maintaining the high standards which result from 
the voluntary principle in health and hospital 
service in America. 


During the twelve month period there were 
eleven plans which reported increases of 50,000 or 
more total participants, listed by headquarters 
city or area served, in order of total growth as 
follows: Michigan, 203,000; Cleveland, 142,000; 
Pittsburgh, 126,000; Philadelphia, 91,000; Minne- 
sota and New Jersey, each 72,000; Cincinnati, 
62,000; New Haven, 61,000; Chicago, 56,000; St. 
Louis, 53,000; Buffalo, 50,000. 


A number of the plans which had been ap- 
proved one year ago reported 100 per cent or more 
increase during the past year. These included (in 
addition to some cited above) the plans with the 
following headquarters cities: Columbus, Den- 
ver, Harrisburg, Portland (Maine), Providence, 
Rockford, Toledo, Winnipeg, Wilkes-Barre, and 
Youngstown. 


Committees 


At a recent meeting of the Administrative 
Board of the Conference of Hospital Service Plans, 
Dr. Basil C. MacLean, chairman, announced the 
committees for the coming year, the personnel of 
which is identical to that of the Committees of 
the Council on Hospital Service Plans appearing 
elsewhere in this issue. 


Edward Groner of New Orleans was appointed 
chairman of the local arrangements committee 
for the Mid-Winter Conference of Hospital Ser- 
vice Plan Executives to be held in New Orleans, 
February 27, 28, and March 1, 1941. 


A new committee has been established for the 
coming year to deal with special problems of 
medium-sized plans (plans with 25,000 or less sub- 
scriber contracts). The membership of this com- 
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mittee includes Clement W. Hunt, chairman, Har- 
risburg; W. N. Armstrong, Rockford; Louis 
Degenhardt, Alton; Peter E. Klein, Fargo; Robert 
J. Marsh, Huntington; R. O. Parker, Canton; and 
Paul A. Webb, Portland. 


The other committees will continue for the 
coming year with the following additions in per- 
sonnel: Accounting and Office Practice: W. R. 
McBee, Tulsa, and G. Gordon Strong, Toledo; 
Hospital and Medical Relations: Carl I. Flath, De- 
troit, and Peter Ward, M.D., St. Paul; Low Cost 
Plans: R. O. Bonnell, Baltimore, L. S. Greenleaf, 
Albany, A. Oseroff, Pittsburgh, and George Put- 
nam, Boston; Private Insurance Activities: J. 
Philo Nelson, San Francisco, and Stanley H. 
Saunders, Providence; Public Education: M. Has- 
kins Coleman, Richmond; Statistics: K. G. Camp- 
bell, Boston, and W. C. Connelly, Detroit. 


New Low Cost Plan 


Hospital Care Corporation, Cincinnati, Ohio, 
made available October 5, 1940, a low-cost service 
plan to augment the semi-private service plan 
under which subscribers have been enrolled in the 
past. The only difference in benefits between the 
two types of contracts is that there is no limita- 
tion placed on the number of beds that may be 
contained in low-cost accommodations. Subscrib- 
ers are now able to enroll for 50 cents per month 
for the individual and $1.25 per month for the 
entire family, including all children under 19 
years of age. 


Insurance Department Reports 


At the Conference of Hospital Service Plans in 
Boston, it was announced that a special committee 
of the national association of insurance examiners 
has recommended to the various state insurance 
departments the use of a special report form for 
nonprofit hospital service associations organized 
under special enabling acts. The first draft of the 
forms, which are now being placed in the hands 
of state insurance departments, includes the finan- 
cial and statistical features found previously in 
reports of casualty insurance companies, together 
with special sections adapted for the special types 
of activity carried on by nonprofit hospital 
service associations. 


The Chairman of the Committee, which is com- 
posed of actuaries of a number of state insurance 
departments, has stated the following with re- 
spect to the general policy in the use ef this blank 
in the various states: adoption of the form is 
optional by the various state insurance depart- 
ments; each state insurance department has full 
authority to demand the same information from 
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stock and mutual insurance companies offering 
hospitalization expense policies; special leniency 
will probably be granted during the early years 
with respect to certain of the detailed information 
ultimately to be requested; the present prelimi- 
nary form of the report is subject to change, based 
upon experience from year to year. 


National Defense 


The executives of hospital service plans at ‘the 
Conference in Boston on September 18, 1940, 
voted unanimously to recommend to their respec- 
tive Boards of Trustees that “provision be made 
for the continuation of hospital coverage on an 
equitable basis for the families of subscribers who 
enter military service; also, that such individual 
subscribers be assured of the restoration of their 
protection under the plan upon the resumption of 
subscription payments within sixty days after 
their return to civil life.” 


A number of the nonprofit hospital service 
plans have already made arrangements to con- 
tinue the coverage for families while subscribers 
are absent from civil employment by virtue of 
military necessity. The specific arrangements dif- 
fer from one community to another, based upon 
the existing enrollment requirements, and the de- 
gree of coverage available for the wives and 
children of the subscribers. 


It would seem that the problem of continuing 
coverage for the dependents and children of sub- 
scribers entering the military service would be 
primarily a matter of public policy and only sec- 
ondarily a matter of actuarial estimate of hos- 
pitalization expense. At any given time the num- 
ber of subscribers in military service would range 
from one-half per cent to not more than one and 
one-half per cent of the total employed subscrib- 
ers. Conversely, the men volunteering or drafted 
for military service would be in the age groups 
representing the best actuarial risk with respect 
to hospitalization. In any case, it can be expected 
that the executives and boards of nonprofit hos- 
pital service plans, with the backing of the mem- 
ber hospitals, will find a practical solution to this 
public problem as they have courageously met the 
general task of providing hospitalization to em- 
ployees and families among the low-income 
groups. 

In Print 


The Commission on Hospital Service has re- 
cently issued a 32 page pamphlet describing the 
economic, professional, and administrative aspects 
of the Michigan Medical Service, a voluntary pre- 
payment plan for medical and surgical services, 
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offered by Michigan Medical Service in conjunc- 
tion with Michigan Hospital Service. On October 
1, Michigan Hospital Service had enrolled 247,000 
members, of whom 69,300 were also participants 
in Michigan Medical Service. 


The Commission is officially interested in the 
study and development of medical and surgical 
benefits coordinated with approved hospital ser- 
vice plans. This monograph is prepared for the 
information of executives of nonprofit hospital 
service plans and other interested individuals or 
groups concerned with pre-payment medical ser- 
vice. It will be followed by similar descriptions 
of other medical service plans. Copies of the bro- 
chure will be provided free to all institutional or 
personal members of the American Hospital 
Association requesting copies. 


New Participating Hospitals 


Hospital Service, Inc., of Iowa: St. Luke’s and 
Mercy Hospitals of Davenport; Moline Public and 
Lutheran Hospitals of Moline, Illinois; St. An- 
thony’s Hospital of Rock Island, Illinois. 


Michigan Hospital Service: Allegan Health 
Center. 


Minnesota Hospital Service Association: Daw- 
son Hospital, Dawson; West Central Minnesota 
Hospital, Graceville; St. Olaf Lutheran Hospital, 
Austin. 


Rochester Hospital Service Corporation: Fred- 
erick Ferris Thompson Hospital of Canandaigua. 


Miscellaneous 


During the past year, local councils of organ- 
ized labor officially endorsed hospital service plans 
in a number of communities. The basis of ap- 
proval rested in the nonprofit organization and 
the provision of service benefits. Representatives 
of both craft and industrial unions have encour- 
aged the principle of prepayment for hospital 
care, although they usually have expressed a de- 
sire that medical and surgical services also be 
provided. 

* * * 

Group Hospital Service, Inc., Tulsa, Oklahoma, 
approved nonprofit state-wide hospital service 
plan, has recently taken over the policyholders 
and activities of a mutual insurance company 
which sold hospital service policies in Northern 
Oklahoma. The members have been accepted and 
transferred with appropriate underwriting safe- 
guards by Group Hospital Service, which is serv- 
ing the entire state with the cooperation of the 
State Medical Society and the Hospital Associa- 
tion. ; 
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Hospitals and Local Welfare Departments 
in the State of New York 


EVERETT W. JONES 


in relations with local welfare departments, 

a group of administrators of up state New 
York voluntary hospitals got together at the 1938 
Convention to discuss the problem. As a result 
of our discussion, John Hayes, President of our 
State Association at that time, appointed a com- 
mittee consisting of Joseph Weber, Vassar 
Brothers Hospital, Pougkeepsie; Ernest McKay, 
Arnot Ogden Hospital, Elmira; and E. W. Jones, 
Chairman, Albany Hospital, to study the situa- 
tion. Since Mr. McKay has left the state T. T. 


Bis reat of the difficulties being experienced 


Murray, Memorial Hospital, Albany, has taken — 


Mr. McKay’s place on our committee. At all times 
we have had splendid cooperation from our State 
officers. 


Our first move was to prepare a questionnaire 
to go to all member hospitals in an attempt to 
get a complete picture of the problems which 
were confronting the hospitals in their dealing 
with welfare districts in connection with the dif- 
ficult job of providing hospital in-patient bed care 
and hospital out-patient clinic care for the various 
categories of relief clients and the even greater 
problem of giving care to the large group of eco- 
nomic borderline folks known in New York State 
as the medical indigent. 


At this point let me quote from the New York 
State Public Welfare Law, Art. 10, Sect. 83, en- 
titled ‘Responsibility for Providing Medical 
Care.” 


“The public welfare district shall be re- 
sponsible for providing necesary medical care 
for all persons under its care, and for such 
persons otherwise able to maintain them- 
selves, who are unable to secure necessary 
medical care. Such care may be given in dis- 
pensaries, hospitals, the person’s home or 
other suitable place.” 


This section gives an acceptable but indefinite 
definition of a medical indigent. This indefinite- 
ness is the beginning of many of our troubles. 


Clarence Ford, Deputy Commissioner of Social 
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Welfare of the State Department, was our consul- 
tant in drawing up the questionnaire. We had 
about a 90 per cent return of questionnaires 
which gave us very complete data from every 
city and county in New York State. This strik- 
ingly high return of 90 per cent is conclusive 
evidence of the great interest of our hospitals in 
this problem. A careful analysis of all replies 
disclosed the following main zones of trouble. 


1 Difficulty in getting a welfare officer to 
give a decision on a case within a reasonable 
length of time of a week or ten days. 


2. Difficulty in getting payment within a 
reasonable length of time (60 to 90 days) 
after official has accepted responsibility for 
the case. Voluntary hospitals have often wait- 
ed from 6 months to 2 years for payments. 


3 Official refusing to render a decision on 
a case unless some responsible member of 
family comes to his office to make an applica- 
tion. This stand is contrary to the wording 
and intent of the law. A recent opinion from 
the Attorney General of the State says that 
such personal application is not necessary. 


4 Difficulty because of official’s failure to 
recognize the difference between “public in- 
digent” and “medical indigent.’”’ Many people 
otherwise able to support their families are 
unable to pay doctor and hospital bills and 
payment for such cases is authorized from 
public funds in the present law. 


5 Difficulties due to interpretation of the 
48-hour reporting or any other features of 
the law. 


6 Difficulties due to great differences of 
opinion as to criteria or yardstick to be used 
in determining medical indigency. 
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7 Failure of welfare office to secure proper 
medical advice or to follow such advice if 
given by a doctor. 


In addition there were 20 or 30 other infre- 
quently occurring difficulties. 


An Analysis of the Welfare Law 


I made an exhaustive study and analysis of the 
welfare law and correlated hospitals’ main diffi- 
culties with sections of the law. A series of ques- 
tions on the law was submitted to our legal ad- 
visors. Answers to these questions started us on 
the way to the drawing up of amendments to the 
law. As you all know the Wagner Bill embodying 
three of our remedial amendments was signed by 
Governor Lehman this year. However, we still 
have a long way to go in working up several 
further amendments. In all this work we have 
been in constant touch with Assemblyman Mail- 
ler’s “Temporary Commission to Study a Long 
Range Health Program in New York.” The State 
Department of Social Welfare, the Legislative 
Committee of the New York State Public Welfare 
Officials Association, the State Charity Aid As- 
sociation, Catholic Charities of the New York and 
Albany Dioceses and many others. 


Two Sides to the Problem—As the Commissioners 
View It 


It seemed to me that our next important job 
was to get opinions from welfare officers of the 
State as to what hospitals do that bother the com- 
missioners. We must realize that there are two 
sides to the problem. In a difficult problem such 
as we are dealing with there are bound to be 
many misunderstandings, honest differences of 
opinion and mistakes on both sides. Miss Elsie 
Bond, secretary of the Association of Public Wel- 
fare Officials, surveyed her field and turned the 
results over to me. An analysis of her survey 
shows the following zones of trouble from the 
commissioner’s viewpoint. 


1 Hospitals try to make collection agen- 
cies out of welfare departments. This is un- 
doubtedly the chief “kick” from welfare 
commissioners. 


The following quotations from a few letters re- 
ceived from commissioners are typical of many. 


“Some arrangement should be made by the hos- 
pital for collection of haspital bill before referring 
the patient to a welfare district. It is known 
that in many cases the patients are merely asked 
‘Are you able to pay your bill?’ If the answer is in 
the negative the case is referred to the welfare 


department. It is thought by a little effort the 
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hospital might be able to ascertain if the patient 
is finacially able to take care of his own bill. Cer- 
tainly the admitting office should inquire concern- 
ing the income and resources of the family and 
make some attempt to judge the ability of the 
patient to assume this responsibility.” 


oe oe 


“T feel that we are justified in our statement 
that hospitals try to make collection agencies of 
the departments of public welfare. I have four 
such collection accounts that I am handling at this 
time. The applications in all instances originated 
with the hospital and not the individual. At the 
time the patient was to be released they stated 
their inability to pay and the hospital therefore 
sought aid from the welfare departments, which 
in these instances was given, even though notice 
had not been made in proper manner. 


“T have also found that our local hospitals are 
particularly negligent in accident cases. They have 
never taken, the initiative in attempting to collect 
through possible liability proceedings. They have 
immediately referred such cases to the welfare 
department and it has been necessary for my de- 
partment to do all the promotion work towards 
securing settlement.” 


* * & 


Any hospital should carefully investigate third 
party liability and/or insurance angles on all ac- 
cident cases. Albany Hospital’s Credit and Col- 
lection Department has materially increased its 
income by changing welfare cases to full pay via 
the third party liability or insurance route. 


‘Personally, I feel that it is the duty of the 
hospital to make a thorough investigation of all 
cases admitted by them, in order to ascertain 
financial responsibility, before asking the wel- 
fare official to make such investigation. 


“T suspect that there is a disposition on the part 
of some hospitals and doctors to lean too heavily 
on the provisions of Section 83 of the Welfare 
Law.” 

* * * 

“Last week we had a case of a man who was 
injured on a farm of. another man who was finan- 
cially able to pay for the hospitalization. The hos- 
pital immediately reported to our relief depart- 
ment instead of taking any steps to find out liabil- 
ity or whether there was a possibility of making a 
collection from the man on whose farm the other 
man was injured. 


“In considering the above we do want to state 
that in the hospitals where a trained social work- 
er is a member of the staff, these things are not 
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so apt to happen and usually we do get reports on 
the status of any case which might be our respon- 
sibility.” 

* * * 

“However, there is one undesirable feature of 
one of the private hospitals in this city in that, 
if a patient is admitted and merely from obser- 
vation they think that the patient will not be able 
to pay the bill in full, they recommend to the pa- 
tient that some member of the family contact the 
welfare department for assistance in payment of. 
the bill—even though the patient’s family may 
be able to arrange for a deferred payment plan. 
In some cases we have found that the hospital al- 
most insists that such application be made. We 
feel that this is hardly a proper attitude for such 
an institution to take.” 


* * * 


“Collection agency—they insist that we act as 
their agent in collecting hospital bills. We have 
had many instances where the people have told 
us that they advised the hospital they could make 
small weekly payments but that the hospital in- 
sist that they come here and make an application 
for the payment of their hospital bill. Again, we 
have had cases where there was insurance that 
could be adjusted by the patient himself or his 
family, but the hospital has insisted that we make 
the patient a relief client and adjust the insur- 
ance—paying the bill and making the adjustment 
for the patient, out of which we could be reim- 
bursed. 


“One of our greatest problems is their insist- 
ence that the department do all the investigating 
and pay the bills for the patients—even when we 
inform them that their patients have means with 
which to pay the bills, they try to get us to take 
care of it and take the reimbursment from the 
patient. 


“This leads to many complications, the worst 
of which is making the patients ‘Relief Con- 
scious.’ ” 

* * * 

“We have found in general that some hospitals 
do not have adequate social service staffs for in- 
vestigation of family’s situation and that they 
have no adequate and well regulated system of 
collection. The natural tendency for the hospitals 
who are unable to collect their bills from this type 
of client, is to refer the case to the public welfare 
department, an attempt to secure payment of the 
claim by welfare department. This practice is un- 
doubtedly effective in assisting the hospitals in 
their financial difficulties but is unfair to the wel- 
fare department, who have a responsibility to de- 
termine the financial needs of clients and to as- 
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sume responsibility for only those cases who are 
entirely lacking in. financial resources.” 


“We do feel that they have attempted to make 
a collection agency of this department because 
they refer every case to us where there is the 
least reason to feel that the person is unable to 
pay; also all accident cases. A very large per cent, 
upon investigation are not eligible or else refuse 
to make application and desire to make arrange- 
ments with the hospital themselves. This, natur- 
ally, makes the need of very considerable inves- 
tigation and added costs.” 


* % % 


“From our experience with hospitals we find 
that there are some cases referred to the relief 
agencies by the hospitals for the reason that the 
hospitals do not want to open an account to re- 
ceive weekly or monthly payments. If the relief 
agencies will authorize hospitalization in these 
cases the hospitals are sure of a check in full, 
thereby, relieving them of making collections: 


“Specific case: Settlement of this case was in 
the city but the family was living on a dairy farm 
outside the city limits and not on relief. Mother 
was taken. to hospital for an emergency opera- 
tion, father explained to hospital authorities that 
he did not have ready cash but in the course of 
two or three weeks he expected a milk check and 
would take care of the bill then. This was not 
satisfactory and the man was sent to look up 
commissioner at 9:00 p. m. He informed com- 
missioner that the case would not be admitted 
unless authority was received from the Home Re- 
lief Agency. As it was an emergency case author- 
ity was given and man instructed to make pay- 
ments at the welfare office. Result: Bill was 
paid in two payments, three weeks after discharge 
of patient. Incidentally the cash was turned over 
to the hospital as received in order to show them 
that we were helping to do their collecting.” 


* * # 


“We find that the hospital sends members of 
the family to the department to make application 
for payment of the bill without consulting them. 
In some cases, the family had no intention of mak- 
ing this request because they desired to make 
their own arrangements. Again we have cases 
where the hospital has refused to accept weekly 
payments; instead, the case was referred to the 
department of public welfare. A small percen- 
tage of cases are referred here for investigation 
which later turn out to be eligible for relief from 
another settlement. 


“T do believe that if the...... Hospital would 


arrange to secure a social worker who has had 
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experience in handling this type of work, both the 
ye Hospital and the welfare department would 
benefit by this additional service.” 


2 Hospitals admitting patients from clin- 
ics or doctor’s office without prior authoriza- 
tion when it would seem that immediate 
or so-called emergent hospitalization was un- 
necessary. 


This, I believe we all recognize, is a situation 
which we should and can do a lot to improve. We 
must, however, never lose sight of the fundamen- 
tal fact that only a duly licensed physician can 
judge whether or not the case is emergent. In this 
connection we just also remember that a doctor 
cannot “take a chance” on turning away the many 
“borderline” emergent cases on which he must 
give a decision. 


However, I am firmly convinced that an educa- 
tional program carried on by the welfare com- 
missioners through the county and state medi- 
cal societies and by hospital administrators with 
their attending and courtesy staffs will greatly 
reduce the number of so-called “emergent admis- 
sions.” 


8 Keeping public charge patients longer 
than private pay patients for the same condi- 
tion or diagnosis. 


In this connection we in hospital work recog- 
nize that many indigent patients require more 
nursing hours per 24 hour period, special foods 
and medications than full pay patients, due, of 
course, to the fact that the indigent patient is 
physically exhausted before medical aid is se- 
cured. The private room patients seriously ill and 
requiring an abnormal amount of care usually hire 
their own special duty nurses; the indigent pa- 
tients must be given their special nursing by the 
hospital staff nurses. As an. example of this, every 
patient following brain surgery must have con- 
stant nursing care for several days. Private pa- 
tients have their own nurses thus relieving the 
hospital of this abnormal expense, indigent pa- 
tients require this care at a daily cost to the hos- 
pital of from $10 to $18. Another good example is 
the treatment of pneumonia by the new and mod- 
ern methods. Dr. David D. Rutstein, of the Pneu- 
monia Research and Control Bureau of the State 
Department of Health and a member of the facul- 
ty and attending staff of the Albany Medical 
School and Albany Hospital, speaking before a 
recent New York State Conference on Social 
Work said—“What is the best possible care that 
this patient could receive if he were treated in a 
large university hospital which is complete in per- 
sonnel and equipment and able to give the latest 
and best pneumonia treatment.” “In many cases 
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of acute pneumonia continuous bedside nursiny 
is necessary if the patient’s life is to be saved.” 


4 Hospitals fail to live up to the require- 
ments of the 48 hour reporting laws. 


In this connection, the Wagner Bill just signed 
by the Governor excludes Sundays and holidays 
from the 48 hour report period. 


Often the hospital is unable to determine the 
economic status of a patient within 48 hours and 
yet if they expect payment from a welfare officer 
in case the patient is found to be indigent they 
must report the case. In these instances the hos- 
pital should note on the report that the case is 
reported for protection only and that no investi- 
gation should be made until further notice. Then 
as soon as a thorough investigation allows the 
hospital to decide whether or not the case appears 
to be indigent the welfare department should be 
given a final report. 


In connection with the hospital’s investigation 
they should have some sort of budget set up as a 
guide in judging ability to pay. A group of so- 
cial service workers from the hospitals of Albany 
recently made the following report which may 
be of interest. 


“It was agreed, because of the many factors in- 
volved in determining eligibility for medical care. 
(no two cases being quite alike) that unless a 
budget guide was used only as a guide, and not as 
a rule to be adhered to rapidly, such a guide might 
impose a hardship both on the hospital and pa- 
tient. 


Weekly Income Schedule 


The following weekly income schedule is sub- 
mitted for the approval of the Hospital Council. 
Please keep in mind that this schedule has been 
worked out for the “low income group,” and not 
for the “relief group.” 


SCHEDULE FOR OUT-PATIENT DEPARTMENT 
SERVICE 


Note: It is important to consider the type and 
duration of the illness. For a short illness, with 
low cost, patients with these incomes could un- 
doubtedly consult the doctor privately at a slight- 
ly adjusted rate. In more extensive illnesses, pa- 
tients with these incomes could pay a clinic fee, 
and all out-patient service charges. 
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RRP Mei S rac ea shenere Warren tntse ecient 23.90 
PO ROIG o's 0! 5: ca:i5) oats ere ole & sce w's erate aisbeiniewiere aie es 26.90 
SS MDE os gos scab ve oho pei aoa lave baler eine phe Sties 29.15 
PATIO 5 ooo aa's5 e:7559.0- chal o dcote.e) eve alere:b-ai ete ater arscerers 31.40 
FCEOVRONIS F555 0'a\a veils oo: sirw-ave) Sw Wistoces sisieSleled wrere’ee see 33.40 


Add $3 for each additional person 
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a noteworthy advance in the treatment of 
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The introduction of sulfanilamide in the treatment 
of gonorrhea admittedly represented a notable thera- 
peutic advance. More recently, however, clinical 
studies have indicated that sulfapyridine may be 
even more effective than sulfanilamide in the treat- 
ment of this condition. 

The great majority of patients with gonococcic 
urethritis treated with sulfapyridine experience a 
rapid subsidence of clinical signs and symptoms. 
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Within a few days after the institution of sulfapyri- 
dine therapy, smears and cultures become negative 
for gonococci, the urine becomes clear, and urethral 
discharge ceases. Several cases which had failed to 
respond to sulfanilamide have later been treated 
successfully with sulfapyridine. 

Thus it appears that in sulfapyridine the physician 
commands a potent therapeutic weapon for com- 
bating this widespread and distressing disease. 





Aecep ted 


Sulfapyridine is manufactured by Merck & Co. Inc. under license from the originators of the product, May & 
Baker, Ltd., of London. Supplies are available to the medical profession through their druggists under the labels 
of other leading manufacturers. 
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SCHEDULE FOR IN-PATIENT SERVICE 


Note: for short hospitalization such as adenoi- 
dectomy, tonsillectomy, D & D, circumcision, and 
nasal resection, patients with these incomes, pro- 
viding they do not have too many pressing obli- 
gations, could pay their own hospital bill at a 
service rate. In any event, they should be able to 
reimburse the city or county in full for the ex- 
pense of hospitalization. 


For longer and more expensive hospitalization, 
such as appendectomy, heritotormy, hysterectomy, 
prostatectomy, rephrectomy, mastoidectomy, and 
fractured leg, patients with these incomes should 
be able to reimbruse the city or county for some 
part of the money spent for their hospitalization 
at the rate of from 50 cents a day to the full 
amount of $3.50 a day. 


SPORES oi. oie a Sia lok wis oie ele nas OS $19.50 
MMPOUBOIB? 5 ost wiles oye unes ieee vere Reale eae 26.25 
REEMMTAR enter sbu taro nail x atey ons Ot ereeeioo econ Miata 31.25 
Pe ES REEITIS on 55s yin aver cleo teeing reese eS ee eel 34.50 
PUI 5 65s cis. stale vr vexeeele one apse eis ie aaretb wore 36.80 
RS MRRRSE DIANE fv ooe oes os on Conti i uma ehahomstatAg tears 38.50 
OE TL RR ee A, re ere een ee ee ere eRe ee 42.35 


Both hospital officials and welfare commission- 
ers must be certain that they appreciate and fully 
understand not only the literal and technical de- 
tails but also the true spirit and meaning of the 
welfare law of New York State. We must honest- 
ly strive to understand each others problems and 
to be more lenient and tolerant toward the inevi- 
table mistakes occurring in both hospital and wel- 
fare organizations. 


The following letter from Edwin W. Wallace, 
Commissioner of Nassau County and President 
of the Public Welfare Officials Association of 
New York State, exemplifies the spirit and think- 
ing that will solve our difficulties. 


August 1, 1939 
“Miss Elsie M. Bond, Secretary 
New York State Association of Public Welfare Officials 
105 East 22nd Street 
New York City 


Dear Miss Bond: 


Mr. Drury, of our staff, informs me that you have al- 
ready forwarded to Mr. Jones copies of our forms and pro- 
cedures on hospitalization. 


It is a responsibility of hospitals to furnish care to those 
who apply for admission and are accepted. If it appears 
that the applicant for hospitalization is indigent, the hos- 
pital has the privilege of serving notice upon the depart- 
ment of public welfare, within forty-eight hours, of this 
fact, and that they expect payment from public relief 
funds. The department of public welfare must either 
accept responsibility for payment for such hospitaliza- 
tion or present valid reasons for not doing so. These rea- 
sons are, generally, the ability of the applicant or respon- 
sible relative to pay, or by furnishing evidence to the hos- 
pital of some other method whereby the hospital can 
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collect through their own efforts; that is, accident, insur- 
ance, compensation, or through action arising out of an 
accident, etc. 


The welfare department should be honest in their inves- 
tigation and decisions not to accept responsibility for pay- 
ment, and should not be influenced by the desire not to 
pay the hospital. Their decision should be supported by 
definite data, and, if their decision is not to pay the hos- 
pital, they should furnish enough data to enable the hos- 
pital to secure payment from the source located by the 


department. 
Very truly yours, 
(Signed) Edwin W. Wallace 
Commissioner of Public Welfare” 


Setting Up a Professional Advisory Committee 


In conclusion I want to urge the formation in 
each welfare district of a professional advisory 
committee made up of a representative or repre- 
sentatives of the local welfare departments, the 
voluntary hospitals, the medical and dental so- 
cieties, business men’s organization and the clergy. 
This group would be set up to do the folowing: 


Make a thorough study of operating costs 
in all voluntary hospitals in the district using 
the official accounting method of the Amer- 
ican Hospital Association as a guide. At the 
same time make a thorough study of all 
sources of hospital income. 


Recommend a fair but below cost, flat, all 
inclusive* per day payment for indigent pa- 
tients in hospitals as bed patients and a flat 
rate per visit for out-patient clinic visits. 


Study ways and means to establish yard- 
sticks and guides as an aid in determining 
eligibility for help from tax funds or hos- 
pital care. 


Study ways and means to keep expendi- 
tures from tax funds for hospital care as low 
as possible and at the same time keep volun- 
tary hospitals financially solvent and in a po- 
sition to render the high grade therapeutic, 
diagnostic, educational and research services 
so vital to a community’s health and well- 
being. 


In closing and in connection with the various 
proposals and studies now before our local, state, 
and national legislative bodies I want to say that 
in my opinion and in the opinion of almost all 
students of the hospital problem that the really 
urgent need today is not new hospital construc- 
tion by governmental units but more intelligent 
and liberal provision of public funds for hospital- 
ization of the indigent in existing voluntary hos- 
pitals. 





*Blood transfusions, deep x-ray therapy, occasional extra eX- 
pensive drugs or serums and occasional special duty nurse 
charges may be excluded. 
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HELP FOR 
HOSPITAL ADMINISTRATOR 


Increased value for the decreasing dollar is the crying need of the day. In the 
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purchase of supplies 230 hospitals have found the answer through membership 
in the HOSPITAL BUREAU OF STANDARDS AND SUPPLIES, INC. 
Cooperative buying based on research goes a long way toward restoring the power 


of the dollar. 


For particulars write: 


HOSPITAL BUREAU 


OF 
STANDARDS AND SUPPLIES 


INCORPORATED 


247 Park Avenue . . . New York City 





A voluntary, non-profit, cooperative buying and research 








Ps organization operated by and for voluntary hospitals. 


BOARD OF DIRECTORS 








LEIGHTON M. ARROWSMITH, President 
St. John’s Hospital, Brooklyn, New York 


WILLARD W. BUTTS, Vice-President 


St. Luke’s Hospital, Bethlehem, Pennsylvania 


JAMES U. NORRIS, Secretary-Treasurer 
Woman’s Hospital, New York City 


ALBERT W. BUCK, Ph.D. 


Charlotte Hungerford Hosp., Torrington, Connecticut 


DAVID Q. HAMMOND 


Flower & Fifth Ave. Hospital, New York City 


JOHN H. HAYES 
Lenox Hill Hospital, New York City 
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GEORGE F. HOLMES 
Memorial Hospital, New York City 


F. STANLEY HOWE 
Orange Mem’! Hospital, Orange, New Jersey 


EVERETT W. JONES : 
Albany Hospital, Albany, New York 


JOHN F. McCORMACK 
Presbyterian Hospital, New York City 


WILLIS G. NEALLEY, M.D. 
Brooklyn Hospital, Brooklyn, New York 


JOSEPH J. WEBER 





Vassar Bros. Hospital, Poughkeepsie, New York 


News Notes of Interest to the Hospital Field 


Thomas E. Carden was elected superintendent 
of the new Doctors’ Hospital, Philadelphia. 
RAS a 
Mrs. Freda Consigny, R. N., has resigned as 
superintendent of the Utah Valley Hospital, Provo, 
Utah. 
ee ee 
Rose C. DeVine, superintendent of the Wabash 
County Hospital, Wabash, Indiana, has tendered 
her resignation, effective January 1, 1941. Miss 
DeVine has been superintendent of the institution 
since 1932. 
ssecnctbiiasianiie 
J. H. Duvall has assumed his duties as superin- 
tendent of the King’s Daughters’ Tuberculosis 
Hospital in Meridian, Mississippi, succeeding the 
late James M. Braxton. 
Snntiet PRY —aih 
Maxine Harrell resigned as superintendent of 
McLarney Hospital, Brookfield, Missouri, to be 
married, and Ruth Lawrence, R. N., has been pro- 


moted to the superintendency. 
———_. 


Dr. Wilfred D. MacDonald has assumed his 
duties as assistant superintendent of Belmont 
Hospital, Worcester, Massachusetts, and medical 
director of the hospital’s isolation unit. 

pinnian ecrcni 

Col. Norman L. McDiarmid, medical corps, 
United States Army, has been appointed superin- 
tendent of Columbia Hospital for Women, Wash- 
ington, D. C., succeeding the late Col. Percy M. 
Ashburn, who died on August 20. 


andicailiianaes 

Eva Milburn, R.N., superintendent of Putnam 
County Hospital, Greencastle, Indiana, and Effie 
Stigelman, assistant superintendent, have re- 


signed after seventeen years of service. 
———$——— 


Dr. C. D. Mitchell, who has been superintendent 
of the Mississippi State Hospital, Whitfield, Mis- 
sissippi, since 1918, has announced his plans to 
retire at the end of his present term. Dr. Mitchell 
was formerly president of the Mississippi State 
Board of Health, is president of the Southern 
Psychiatric Association, and is one of the best 


known psychiatrists in the south. 
—_————. 


Eva M. Muirhead, superintendent of the Uni- 
versity Hospital of the Good Shepherd, Syracuse, 
New York, since 1925, has resigned. 
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Virgil Nelson has been appointed assistant su- 
perintendent of Augustana Hospital, Chicago, 
Illinois, succeeding Wendell Carlson, who accepted 
the superintendency of the Sheboygan Memorial 


Hospital, Sheboygan, Wisconsin. 
—__~_——_ 


Sister Mary Philiberta, O. S. F., R. N., has suc- 
ceeded Sister Mary Rodriguez as superintendent 


of St. Joseph’s Hospital, Lancaster, Pennsylvania. 
—_—@——— 


Margaret M. Reilly, R.N., has resigned as su- 
perintendent of City Hospital, Warren, Ohio. 


—»————— 

Mrs. Anne Riddell succeeds Mrs. Iona Kierstead 
as superintendent of Lancaster Hospital, Lancas- 
ter, New Hampshire. 

cuiciihibasaeemii 

Blanche Stair has resigned as superintendent of 
Berger Hospital, Williamsport, Ohio, effective 
November 1. 

——_p——_——— 

Marjorie Strong, for the last four years in 
charge of surgery department of Lake County 
Memorial Hospital, has been appointed superin- 
tendent of Geneva Community Hospital, Geneva, 
Ohio, succeeding Christine Evans. Miss Evans 
has accepted the superintendency of a larger hos- 
pital in Greenville, Ohio. 

——.@————— 

Dr. Frank C. Sutton, who was connected with 
the Evanston Hospital, Evanston, Illinois, has 
been appointed assistant superintendent and di- 
rector of the out-patient department of St. Luke’s 


Hospital, Cleveland, Ohio. 
——@———. 


Margaret J. Wherry has been elected superin- 
tendent of the Hospital of the Good Samaritan, 
Los Angeles, California. Miss Wherry occupied 
various administrative positions in this hospital 
and served as acting superintendent for more than 
a year owing to the illness of the superintendent, 
Mrs. E. R. Chapman. 

seieacitiininestinds 

Ronald Yaw, who has been acting director of 
Blodgett Memorial Hospital, Grand Rapids, Mich- 
igan, since January, 1940, was appointed director 


of that institution, effective October 7. 
—-—— * 


Hanford, California—The Kings County Board 
of Supervisors have opened bids on the proposed 
$100,000 addition to the Kings County Hospital, 
Hanford, California. The new addition will be a 


HOSPITALS 




















PURE DISTILLATE 





The Castle Reflux Still eliminates mineral and 
organic impurities to a greater degree than has 
heretofore been possible in a single process. 

An unusually high evaporator combined 
with an ingenious system of baffles allows only 
the finest vapor to pass over to condenser. This 
prevents “carry over” or entrainment—also 
eliminates contamination of condensers by 
droplets of raw water. 

Reflux Principle—exclusive CASTLE design 
of a primary condenser system—chills some of 
the steam, causing it to condense. This con- 
densate increases the size of any entrained 
droplets and they fall to generator. Pre-heating 
in baffled puddle chamber drives off gases and 
solids before water ever reaches evaporator. 
Constant level over-flow device keeps water 
surface free from scum and impurities. 

Furnished complete with 1 2-gallon“PYREX”’ 

Glass Storage Tank and all necessary operating 


valves and fittings. 


There are so many unusual features of this distillation unit that we 


suggest you write for complete description. 


THE WILMOT CASTLE COMPANY 


ROCHESTER, N. Y. 


1184 UNIVERSITY AVE. 








Typical Analysis of Water Distilled by Reflux 


parts 


Still at a rate of 10 gallons per hour. oer 


million 
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two-story brick structure and will increase the 
capacity of the hospital to 56 beds. 


Snaaneinciise 

Pasadena, California—The new units of the 
Collis P. and Howard Huntington Memorial Hos- 
pital, Pasadena, California, were formally dedi- 


cated on Tuesday, October 29. 
—_——___—_. 


Sacramente, California—Dr. Aaron J. Rosanoff, 
state director of institutions of California, an- 
nounced that bids will be called soon by the divi- 
sion of architecture on the new $500,000 state 
psychiatric hospital to be constructed in San 
Francisco, California. 

— 

Hartford, Connecticut—Mt. Sinai Hospital, 
Hartford, Connecticut, recently completed a cam- 
paign, securing in excess of $200,000. This fund 
is to be used to revamp one of the buildings be- 
longing to the Federation of Jewish Philanthro- 


pies and give them a modern hospital. 
a os 


Berwyn, Illinois—The general contract for the 
$200,000 addition to the Berwyn Hospital, Ber- 
wyn, Illinois, has been awarded. The new addition 
will be four stories and basement, and provide 
seventy-five additional rooms and accommodations 
for drug store, emergency and x-ray department, 
library offices, laboratory, operating rooms, nurs- 
ery, and other ancillary services. 

Seciecieiiliidiiaemans 

Carrollton, Illinois—Carrollton, Illinois, is now 
assured of securing the Boyd Memorial Hospital. 
Under the terms of the will of the late Virginia 
Hartley Kelsey, a sum of $150,000 was set aside 
for the erection. and endowment of the hospital 
in Carrollton. The Court has issued a decree di- 
recting the trustee, The Northern Trust Company 
of Chicago, to make the sum of $35,000 immedi- 
ately available for hospital construction, and to 
hold the balance of the trust fund as a perpetual 
endowment fund for the institution. 

sssieiealitoneaiica 

East St. Louis, Illinois—The cornerstone of the 
new Christian Welfare Hospital, East St. Louis, 
Illinois, was laid on September 27. This $75,000 
addition will increase the capacity to approxi- 
mately 100 beds. 

—— 

Lake Forest, Illinois—Plans are well advanced 
to replace the forty-two-year old Alice Home Hos- 
pital at Lake Forest, Illinois, with a new, modern 
building. 


cities 

Pittsfield, Illinois—The new $300,000 Pike Hos- 
pital at Pittsfield, Illinois, is now under construc- 
tion and, with favorable weather, it will be com- 
pleted and opened for the reception of patients 


early next spring. 
—_~—_—— 
Salem, Illinois—Arrangements are being made 


and plans have been approved for the construction 
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‘ of a hospital in Salem, Illinois. Omar J. McMackin, 


Mayor of Salem, is president of the Salem 


Memorial Hospital Association Board. 
——_———_ 


Manchester, Iowa—Delaware County, Iowa, 
will hold a general election November 5 on the 
issuance of $75,000 bonds for the erection of a 
county hospital. 

ee ean 

Mason City, Iowa— Bonds for $80,000 were 
voted for the erection of an addition to the County 
Hospital, Mason City, Iowa. The new addition will 
accommodate between 75 and 100 patients. 

cteacialeiibistcnial 

Paducah, Kentucky—Riverside Hospital, Pa- 
ducah, Kentucky, is planning to build a new annex 
to its administration building. 

spiaitallliataianie: 

New Orleans, Louisiana—The United States 
Army will construct a 1,000 bed hospital, costing 
$1,250,000, on the Pontchartrain Lake front, New 
Orleans, Louisiana. Construction will start within 
a month. 

allied 

South Weymouth, Massachusetts—Philanthropic 
citizens in the various communities largely de- 
pendent upon Weymouth Hospital, South Wey- 
mouth, Massachusetts, for service and protection, 
are raising $250,000 for the enlargement and im- 
provement of this hospital. 

jeclipetileatacetiibe 

Detroit, Michigan—The laying of the corner- 
stone of the Northwestern Branch of Grace Hos- 
pital, Detroit, Michigan, took place on October 31. 
The cornerstone was laid by the Honorable Tru- 
man H. Newberry, fifty-two years a member of 
the Board and a charter member of its organiza- 
tion in 1888. 

eceilliiicdaaits 

St. Louis, Missouri—Dr. William T. Coughlin, 
for many years one of the leading physicians of 
St. Louis, bequeathed a fund of $150,000 for the 
purpose of caring for crippled, sick, ruptured or 
deformed children. St. Louis University and the 
Sisters of St. Mary were named as beneficiaries of 
the fund to carry out the provisions of his plan. 

asians 

St. Louis, Missouri.—Plans have been approved 
for the erection of a nurses’ home for Deaconess: 
Hospital, St. Louis, Missouri. The proposed home,. 
a six-story brick which will cost approximately 
$375,000, will accommodate 175 persons. 

‘athe 

Hempstead, L. I., New York—The new Mercy 
Hospital, Hempstead, L. I., New York, was dedi- 
cated on October 27 by Rt. Rev. Thomas E. Mal- 
loy, Bishop of Brooklyn. The new hospital is a 
four-story, light brick building of modern design, 
and was erected at a cost of more than $400,000. 
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WITH NURSE RECORDS 
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Send copies of Nurse Records wanted! 
State what you want to pay!! 
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We have often been asked how we can afford 
such an absolute interpretation of the word 
“unconditional” in our guarantee. 


The explanation is very simple. 


We know that our business must keep step 
with hospital progress and development. You 
can't keep step with developments without 
knowing what they are. Unless you are a mas- 
termind you can’t learn what they are unless 
someone tells you. And when people think 
you don’t want to know they won't tell you. 


So, to all who buy from us, we say, “If for any reason you 
are not satisfied, return the merchandise—without obliga- 
tion.” That accomplishes four things: First, it forces us to 
know what hospitals need; Second, in the light of that knowl- 
edge it forces us to exercise extreme care in the selection of 
merchandise; Third, it keeps us informed about new meth- 
ods and new techniques, and; 
Fourth, it prevents an accumu- 
lation of obsolescent or unsuit- 
able stock in our warehouse. 


In our own opinion there is 
nothing grandiose, or noble or 
pious in our Unconditional 
Guarantee. It is just plain good 
business. The important thing 
is that it works — to your 
advantage as well as ours. 


By) Rodd, Nt) 





Consult the Will Ross 
Catalog regularly . .. 
and confer with our repre- 


sentative when he calls. 


3100 W. CENTER STREET MILWAUKEE, WIS. 
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It has a capacity of one hundred beds. The hos- 
pital is under the jurisdiction of the Sisters of 
the Infant Jesus, widely known as the Nursing 
Sisters of the Sick and Poor. 


—»——— 
Jamaica, L. I., New York—The Triboro Hospi- 
tal, Jamaica, Long Island, New York, the tuber- 
culosis institution planned in conformity with the 
most modern standards, will be opened for the 
reception of patients on January 1, 1941. 
seiialiiaiacends 
Port Chester, New York—Construction of a 
two-story addition to Barron Hall, the first stage 
of a program to provide increased facilities at the 
United Hospital, Port Chester, New York, was 
begun recently. The addition will provide forty 
additional rooms for nurses, and when it is com- 
pleted a number of nurses will be moved from the 
Macy Home for Nurses to the new quarters so 
that part of the Macy Home can be used for hos- 
pital facilities. 
—— 
Barnesville, Ohio—The Barnesville General 
Hospital, Barnesville, Ohio, was opened for service 
recently, and Henry Fiechter has been named act- 


ing business manager and superintendent. 
——<———— 


Cleveland, Ohio—The City Hospital of Cleve- 
land, Ohio, is to have a new emergency receiving 
building, costing $131,000. A $90,000 trust fund 
set up in 1911 by the will of the late John Colahan 
for this purpose and a new WPA allocation will 
provide the necessary funds. 

enamine: 

Port Clinton, Ohio—The new $200,000 Howard 
B. Magruder Memorial Hospital, Port Clinton, 
Ohio, was officially opened on August 25. 

—_—@——— 

Toledo, Ohio—Under the terms of the will of 
Mrs. Clarence Brown, Toledo philanthropist, the 
following hospitals of Toledo received bequests: 
Toledo Hospital, $25,000; St. Vincent’s Hospital, 
$15,000; Flower Hospital, $10,000; Women’s and 
Children’s Hospital, $10,000; Mercy Hospital, 
$10,000; Robinwood Hospital, $5,000; Lucas 
County Hospital, $5,000. 

—_—_— p———. 

Toledo, Ohio—Construction of a $500,000 mod- 
ern, fireproof addition to St. Vincent’s Hospital, 
Toledo, Ohio, was announced by Sister Papineau, 
Mother Superior of the institution. Work on the 
addition, made necessary by a $30,000 fire which 
damaged the hospital recently, will start early in 


1941. 
—— 


Prairie City, Oregon—The new Grant County 
Hospital in Prairie City, Oregon, was dedicated on 


September 21. 
—— 


Reading, Pennsylvania—The Reading Hospital, 
Reading, Pennsylvania, is constructing a new ser- 
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vice building and a new unit which will provide 


sixty additional beds. 
—_—_———_——. 


Columbia, South Carolina—Contract has been 
awarded for the construction of a new negro 
nurses’ home and an addition to the white nurses’ 
home at Columbia Hospital, Columbia, South 
Carolina. Construction will be under way im- 
mediately. 

——g———_. 

Memphis, Tennessee—Plans have been ap- 
proved for the construction of a new $450,000 
psychiatric hospital and diagnostic center on the 
John Gaston Hospital grounds, Memphis, Ten- 
nessee. The new institution will be affiliated with 
the medical college of the University of Ten- 
nessee. 

—_—g———. 

Dallas, Texas—The new $300,000 Texas Chil- 
dren’s Hospital, Dallas, Texas, was opened on Sep- 
tember 10. The new hospital, with Freeman 
Memorial Clinic and the Bradford Memorial Hos- 
pital, will form a children’s medical center which 
will be one of the finest in the United States. The 
new hospital will hospitalize patients from two to 
twelve years of age. Ann Bradner is superinten- 


dent of the new institution. 
—_———_ 


Dallas, Texas—Bids were opened for the con- 
struction of a new four-story addition to the Dal- 
las Methodist Hospital, Dallas, Texas, which will 
cost approximately $65,000. Dr. J. H. Groseclose 


is superintendent of the hospital. 
—_——»p—— 


McKinney, Texas—The cornerstone of the new 
addition to the McKinney City Hospital, McKin- 
ney, Texas, was laid on October 1. 

—_—_>_— 

Amherst, Virginia—Construction has started on 
the new $35,000 wing to the Mundy Building at 
Virginia Baptist Hospital, Amherst, Virginia. 

—_—— @—___. 

Petersburg, Virginia—Plans have been com- 
pleted for a new Petersburg Hospital, Petersburg, 
Virginia, costing approximately $270,000, to re- 
place the present hospital building. 

—_~_—_. 


Seattle, Washington—The Swedish Hospital, 
Seattle, Washington, has been issued a permit for 
the construction of a three-story addition to the 
orthopedic wing. 

———<——_— 

Kenosha, Wisconsin—Mother Mary Vincent 
(Superior of St. Catherine’s Hospital, Kenosha, 
Wisconsin) announces the opening of the new 


$27,000 west wing of the hospital. 
———< 
Milwaukee, Wisconsin—The contemplated two- 
story addition to St. Elizabeth’s Nursing Home, 
Milwaukee, Wisconsin, will cost approximately 


- $30,000. 
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Here Are 5 « x x x x Features 
% Most Economical in Price 
% Can Be Installed By Any Mechanic 


% Easiest to Handle . .. Hooks Cannot Jump or 
Catch 


% Hooks Are Enclosed, Concealed and Noiseless. 
Cannot Be Removed. 


% Neatest and Most Modern in Appearance 











Send for folder H with complete details. 
Include rough sketch of your ward or room. 


CAPITAL CUBICLE COMPANY, Inc. 
213 Twenty-fifth Street Brooklyn, N. Y. 


TELEPHONE: SOUTH 8-9365 








‘VOCATIONAL Satisfaction... 


Aznoe’s deal in “job happiness.” 
We do more than simply find 
you a position with a good sal- 


ary ... we strive to place you 
in the location you prefer (any- 
where in the whole U. S. A.) 
-and where your individuality is 
most apt to “click” with your 
employer and fellow workers. 
Our insistence upon highest 
vocational standards — plus 
our regard for the personality 
factors — is equally pleasing 
to employer and employee. 

You may enjoy Aznoe’s service 
NOW—without interference with 
your present connection. 
WRITE US TODAY... 

for complete information and 
application blank. 

Look, too, at our special openings 
in the classified advertisements 


in this publication. 
THERAPISTS 


, MEDICAL 
— SECRETARIES 


HISTORIANS 


CENTRAL REGISTRY for NURSES 
AND PHYSICIANS' EXCHANGE 


Aznoe’s Places: 


HOSPITAL 
ADMINISTRATORS 


ACCREDITED 
GRADUATE NURSES 


DIETITIANS 
PHYSICIANS 


LABORATORY AND 
X-RAY TECHNICIANS 


PHARMACISTS 


PHYSICAL 
THERAPISTS 


OCCUPATIONAL 








‘be North Michigan Avenue, Suite 820-828 ee | 
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QUIZ: 


for buyers of 
HOSPITAL 
BLANKETS 


sis 


Many interesting facts on blanket making—and many 
essential points for judging blanket values—are given 
in our free folder on the selection of Hospital Blankets. 
Just four short pages of factual information on why St. 
Marys Blankets for Hospitals are specially constructed 
to wear longer, keep their beautiful appearance and give 
greater satisfaction to your hospital, and to your patients. 
Write for this free folder. We'll also send blanket 


swatches on request. 


ST. MARYS WOOLEN MFG. CO., ST. MARYS, OHIO 


New York—200 Madison Ave., Phone Murray Hill 4-3046 
C. L. Wilson, Mgr., Contract Dept. 


Chicago—222 W. Adams St., Phone Central 6543 
Robert L. Baird, Jr., Mgr., Contract Dept. 


ST. MARYS 
Blankets 





Equipment for the Small Hospital Laundry 


Whether the small hospital—50 beds or less 
should do its own laundry or could have it done 
more economically by a commercial laundry has 
been a frequent and much debated question. 
Larger hospitals have found it best to do their 
own laundry, but in the small hospital the high 
inital investment, lack of easily available space, 
and the difficulty in making efficient use of the 
laundry worker’s time, have in many cases decided 
the question in favor of the commercial laundry. 


It is certain that the use of the commercial laun- 
dry requires the carrying of a much larger stock 
of linen than is required when the hospital has its 
own laundry as the commercial laundry cannot be 
depended upon to return its work in less than 48 
hours and usually requires 72 hours, while the 
hospital laundry can usually return the linen to 
service in 24 hours or less. . 


The life of the linen must also be considered. 
The majority of the hospital linen is lightly soiled 
and if properly classified can be washed with a 
very mild formula. Since it is estimated 75 per 
cent of the wear of linen results from the mechan- 
ical and chemical procedures to which it is sub- 
jected in the laundry, it is evident that the adjust- 
ment of the formula to the soil condition of the 
linen will play an important role in prolonging its 
life. The commercial laundry is much less likely 
to adjust its washing formula to the needs of each 
lot of linen. 


Another problem which has been encountered 
is that in the small community—where the small 
hospital is most often located—commercial laun- 
drymen are not sufficiently interested in a hos- 
pital contract to quote an attractive price. They 
have often said, ““We would not like it known that 


Laundry equipment for the small hospital. Capacity about 
35 pounds per hour. Floor space required about 150 square 
feet. 
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we did the hospital’s work as it might hurt our 
family trade.” 


Recently the enterprise of the manufacturers 
has offered a solution to this problem by the manu- 
facture of a small, compact but well-balanced, set 
of equipment at a reasonable price. In the small- 
est models this equipment offers washer, extrac- 
tor, drying tumbler, and return roll ironer capable 
of producing about 35 pounds per hour which 
would be adequate for about 25 patients. This 
equipment can be accommodated in a space of 
about 11x13 feet and so placed that all the 
machines can be tended by a single operator and 
with a minimum of lost motion. Larger models 
permit the installation of similarly well balanced 
and economically operated units of capacities suit- 
able to larger demands. 


en 


A Book of Interest to Record Librarians 


The Association of Medical Record Librarians 
has recently published and released an interesting 
booklet, ““A Brief History of the Organization and 
Growth of the American Association of Record 
Librarians.” It sets forth the history of the or- 
ganization, its purpose and growth, and its edu- 
cational activities, together with a list of approved 
training schools for medical record librarians and 
requirements for registration. 


The booklet is not for sale. It was distributed 
at the Boston Convention of the American Hos- 
pital Association and the meeting of the Medical 
Record Librarians with the College of Surgeons 
Conference in Chicago. 


— 


A Study of Interest to Dietitians 


The American Dietetic Association recently 
conducted a survey of “The Hospital Dietitian 
and Her Job,” under the direction of S. Margaret 
Gillam of the New York Hospital. The study is 
very extensive, covering qualifications, salaries, 
working hours and responsibilities of hospital 
dietitians. 


Reprints of this study may be secured by ad- 
dressing Beula Becker Marble, president of the 
American Dietetic Association, 185 North Wabash 
Avenue, Chicago. 


———~_»>-_- —___ 


T. T. Murray Goes to White Plains 


T. T. Murray, who was superintendent of Me- 
morial Hospital, Albany, New York, for the past 
fifteen years, has resigned to accept the super- 
intendency of the White Plains Hospital, White 
Plains, New York. 
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CORRECTIONS 
on G-E Bari-0-Meal Prices 


E’RE sorry that our October advertisement 
on G-E Bari-O-Meal inadvertently quoted 
you higher than the prevailing prices. These 








should have read as follows: 


1-lb. can, Chocolate or Vanilla flavor. . .35c¢ 
8-oz. can, Vanilla flavor only. . $3.00 per doz. 
4-oz. can, Vanilla flavor only. .$2.00 per doz. 


F.O.B. any of our U. S. branch offices. 


Place your order, today, for a trial quantity, 
with which to test for yourself the fine qualities 


of this well-known opaque for G-I diagnosis. 


GENERAL ELECTRIC X-RAY CORPORATION 


2012 JACKSON BLVD. CHICAGO, ILL., U. S. A. 





THE THERAPY OF 
CHEERFULNESS - 


Complete room treatment, includ- 
ing furniture especially built and 
especially finished for hospital serv- 
ice, and furnishings to harmonize, 
gives this room, in Columbus Hos- 
pital, Newark, N. J., a restful home- 
like atmosphere. This is but one of 
more than twenty-five complete 
room ensembles made available by 
Hill-Rom craftsmen and _ interior 
decorators. Write for full color re- 
productions of these Hill-Rom 
creations. No obligation. 











HILL-ROM COMPANY ,Inc., BATESVILLE, INDIANA 
eg 2 Lis - me OOE R RN H 0S P TAL 
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Jefferson Hospital Will Hold Examination 
for Director 


An examination for the appointment of a di- 
rector of the Jefferson Hospital, Birmingham, Ala- 
bama, will be held by the Personnel Board of Jef- 
ferson County in Room 514, Courthouse, Birming- 
ham, Alabama, and such other places in the 
United States as the number and location of can- 
didates warrant. Applications may be secured 
from the Personnel Board of Jefferson County, 
Room 520, Courthouse, Birmingham, through 
November 10, and a post office money order of 
$1.5) is required for each application. 


An applicant must be a male citizen of the 
United States. He shall have had not less than 
five years’ experience as administrator of an ap- 
proved general hospital caring for both private 
and charity patients, and shall be required to pre- 
sent evidence of basic academic education equal 
to that required for a bachelor’s degree. Appli- 
cant must be in sound physical health and of un- 
impeachable character and reputation. 


The entrance salary is $6,000 a year, subject 
to increase as the successful operation and expan- 
sion of the new hospital may justify. Tenure of 
office shall be at the pleasure of the County Com- 
mission during the probationary period of twelve 
months from date of appointment, after which the 
appointees will attain civil service status. 


Dr. William H. Walsh of Chicago will be in 
charge of the examination and the interviews. 
—_—_g@————. 


New Types of Beds for Patients 


Many of our readers who attended the Boston 
Convention were impressed by the new products 
exhibited by Frank A. Hall & Sons of New York 
City. 

Attracting special attention was the new bed 
designed by John Leland, shown with the Hall 
Floating Spring. The new positions, in combina- 
tion with Gatch positions, offer new comfort to 
patients suffering from various chronic diseases, 
such as arthritis, extensive paralysis, postural 
drainage cases and severe convalescent fractures. 


The John Leland bed is so constructed that it 
can be raised to a complete vertical position. A 
platform at the foot dropped to floor level enables 
a patient to start walking without the disturbance 
of handling. It has many other applications. 


Hall also has a new canopy with fracture equip- 
ment which comes in a specially fitted storage 
case, sold as a unit. It can be clamped on all 
standard beds quickly and affords high efficiency 
in the treatment of many fractures. Then the 
Hall Gate-End bed to allow extension at the foot 
in case of fractures was popular with the visitors. 
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And now they are showing an electrica!)y- 
operated Gatch bed. Slowly and noiselessly, the 
patient may raise himself to any Gatch position by 
simply turning a small handle to put on the power. 
It can be stopped at will. It can be adjusted so 
that the control will be out of reach of the patient. 
A new pamphlet describes their new products. 


Noiseless Cubicle Curtains 


Frames for cubicle curtains have been designed 
on an entirely new principle. Concealed hooks 
slide noiselessly along an inverted track, so that 
wards are converted into so-called “private rooms” 
without inconvenience. The low cost interests 
every prudent buyer. 


Cleverly worked-out corner bends permit a se- 
ries of rooms to be curtained off with one contin- 
uous curtain to a section. The specially designed 
curtain hook is made with a flat base so that the 
curtain hangs straight and sildes easily. Enclosed 
is an inverted concealed track upon which the 
hooks slide without noise. They cannot jump or 
catch. Many nurses have commented upon the 
ease with which curtains can be closed with Cap- 
ital Cubicles made by Capital Cubicle Company. 


Simplified ceiling fittings, special four-way cross 
tees and 45° and 90° angle bends, make possible 
hundreds of combinations that can be worked out 
to meet virtually any curtain problem. Even the 
floor space is completely unobstructed. Materials 
are chromium plated finish over nickel plate and 
carry a lifetime guarantee. 


A New Spring with Many Advantages 


It is claimed that the Dr. Urie spring will pro- 
vide all of the positions of the ordinary gatch 
spring, plus shock positions without the use of 
blocks or extensions, and in addition an improved 
bed pan position. 

With this spring the bed pan may be quickly 
and easily put into use by simply lowering the 
central section. A natural position is provided 
and freer elimination and the necessity for cathe- 
terization is reduced. No special mattress or linen 
is required because with this spring the standard 
items are utilized. It is said that rubber draw 
sheets in no way interfere with the use of the 
bed pan. Side operation makes it unnecessary for 
the nurse to leave her patient even for a single 
instant while operating the spring. 


The manufacturers as well as the two distribu- 
tors of this spring, namely, James L. Angle Com- 
pany and the Will Ross Company, confidently 
predict, on the basis of the acceptance which it is 
already enjoying, that the Dr. Urie spring will 
soon be predominantly used. 
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Among the Associations 


California 


The Association of California Hospitals will hold 
its mid-year meeting at thé Hotel Fresno, Fresno, 
California, November 9 and 10. 


An interesting program has been prepared for 
this meeting. Dr. Glenn E. Myers, medical direc- 
tor of Las Campanas Hospital, Compton, Cali- 
fornia, and president of the Association of Cali- 
fornia Hospitals, will open the sessions. 

* * * 

The Public Hospital Section of the Association 
of Western Hospitals will hold a mid-year meeting 
of the Section at the Hotel Sainte Claire, San 
Jose, California, on November 12. 

<snunhdiatniaics: 
lowa 

The Iowa Hospital Association will hold its 1941 
convention in Des Moines, Iowa, April 21, 22, and 
23, at the Fort Des Moines Hotel. 


Ohio 
The annual convention of the Ohio Hospital As- 
sociation and affiliated groups will be held at the 
Deshler-Wallick Hotel, Columbus, Ohio, April 29, 
30, and May 1, 1941. 


Mid-West 


At the meeting of the board of trustees of the 
Mid-West Hospital Association held in Boston, 
September 17, the Nebraska Hospital Assembly 
was admitted to membership in the Mid-West Hos- 
pital Association. The Association now is com- 
prised of six states—Arkansas, Colorado, Kansas, 
Missouri, Nebraska and Oklahoma. 


Coming Meetings 
Kansas State Hospital Association, Salina, November 8-9 
Colorado Hospital Association, Denver, November 13 
Oklahoma State Hospital Association, Oklahoma City, 
November 16-17 
Utah oo Hospital Association, Salt Lake City, Decem- 


ber 
1941 


Texas Hospital Association, Dallas, February 27, 28 and 
March 1 

Association of Western Hospitals, San Francisco, Cali- 
fornia, March 3-6 

New England Hospital Assembly, Boston. March 12-14 

— Association of Pennsylvania, Philadelphia, April 
16-1 

Southeastern Hospital Conference, New Orleans, Louisi- 
ana, April 17-19 

Iowa, Nebraska, and South Dakota Hospital Associations, 
Des Moines, Iowa, April 21-23 

Mid-West Hospital Association, Kansas City, Missouri, 
April 24-25 

Tri-State Hospital Assembly, Chicago, Illinois, May 7-9 





THIS OXYGEN THERAPY “HANDBOOK” 


helps hospital personnel 


HE “Handbook of Current Practices in Op- 
erating Oxygen Therapy Equipment” is full 
of up-to-date information on accepted practices 
for operating commonly used types of oxygen 
therapy apparatus. It is widely used as a reference 
book, and is particularly valuable in training 
hospital personnel in the mechanics of adminis- 
tering oxygen. In this way it is helping hospitals 
utilize to the fullest extent the economies of oxy- 
gen from large industrial-size cylinders. 
We will be glad to send a copy of this hand- 
book, without charge, on request. 


THE LINDE AIR PRODUCTS COMPANY 
Unit of Union Carbide and Carbon Corporation 
Offices in New York [[#@ and Principal Cities 


LINDE OXYGEN U.S.P. 


The word **Linde”’ is a trade-mark of The Linde Air Products Company 


Many hospitals use 
this “Handbook” as a 
supplementary text- 
book in nurses’ train- 
ing. Other Linde ser- 
vices include motion 
pictures, technical ad- 
vice, and instruction in 
the handling of oxygen. 
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nd Y-Pads are sof 


@ Johnson & Johnson v-Pad filler is made from 
macerated cellulose, which has 4 downy, cotton: 
like appearance: It has softness: ample dressing 


volume (more puff ) with adequate absorbency: 


ALL-C OTTON FILLER NAPKINS may BE HAD FROM JOHNSON & JOHNSON 


IN BRUNSWICK RARITAN oR BELt EVIEW GRADE s, WITH LIGHT: MEDIUM 
OR HE AVY FILLERS, RE SPECTIVELY: 


PATIENTS LIKE 
THES 
wep BECAUSE rare 
FT AND COMFORTABLE, 
MISS JONES 


ofter i bi ti : too 


The soft texture of V-Pads, which conform read- 
ily, is a comfort which patients appreciate. And 
V-Pads are very low in cost. 

If you are not already using v-Pads, order a 
case and try them out in your O-B Department. 
Make your ow? comparative tests, for comfort, 
The difference may 


econontly; sterilizability. 


amaze you. 
HOSPITAL DIVISION 


NEW BRUNSWICK, Nn. J- CHICAGO, 


COPYRIGHT 1940. JOHNSON & JOHNSON 




























COUNCILS AND COMMITTEES ON COORDINATION OF ACTIVITIES AND 
HOospITAL PREPAREDNESS OF THE AMERICAN HospPITAL ASSOCIATION 


1940-1941 


Committee on Coordination of Activities 
Chairman: B. W. Black, M.D. 


B. W. Black, M.D., Chairman, Oakland, California R. H. Bishop, Jr., M.D., Cleveland, Ohio 
Graham L. Davis, Battle Creek, Michigan Claude W. Munger, M.D., New York City 
Robin C. Buerki, M.D., Madison, Wisconsin Howard E. Bishop, Sayre, Pennsylvania 
Lucius R. Wilson, M.D., Galvesten, Texas Frank Van Dyk, New York City 




































Council on Administrative Practice Council on Government Relations 


Chairman: Graham L. Davis Chairman: Claude W. Munger, M.D. 
Term expires 1941: Term expires 1941: 
John Gorrell, M.D., Battle Creek, Michigan Robert Jolly, Houston, Texas 
Graham L. Davis, Battle Creek, Michigan A. M. Calvin, St. Paul, Minnesota 


Term expires 1942: 
Jessie J. Turnbull, R.N., Pittsburgh, Pennsylvania > % 
Edgar C. Hayhow, Paterson, New Jersey S. S. Goldwater, M_D., New York City 
Term expries 1943: John N. Hatfield, Philadelphia, Pennsylvania 
Arden E. Hardgrove, Louisville, Kentucky Term expires 1943: 
Maurice H. Rees, M.D., Denver, Colorado Rt. Rev. Msgr. Maurice F. Griffin, Cleveland, Ohio 
Claude W. Munger, M.D., New York City 


Term expires 1942: 


Council on Professional Practice 
Chairman: Robin C. Buerki, M.D. 


Term expries 1941: : . 
A. K. Haywood, M.D., Vancouver, British Columbia Chairman: Howard E. Bishop. 
Joe R. Clemmons, M.D., New York City 

Term expires 1942: 

Nathaniel W. Faxon, M.D., Boston, Massachusetts 
Joseph G. Norby, Milwaukee, Wisconsin 


Council on Association Development 


Term expires 1941: 


Howard E. Bishop, Sayre, Pennsylvania 
Ada Belle McCleery, R.N., Evanston, Illinois 


Term expires 1943: Term expires 1942: 
G. Harvey Agnew, M.D., Toronto, Ontario Asa S. Bacon, Chicago, Illinois 
Robin C. Buerki, M.D., Madison, Wisconsin Fred M. Walker, Charlotte, North Carolina 


Term expires 1943: 


Malcolm T. MacEachern, M.D., Chicago, Illinois 
Oliver G. Pratt, Salem, Massachusetts 


Council on Hospital Planning and 
Plant Operation 
Chairman: Lucius R. Wilson, M.D. 


Term expires 1941: Council on Hospital Service Plans 
Lucius R. Wilson, M.D., Galveston, ‘lexas ; 
Chairman: Frank Van Dyk. 


T. K. Gruber, M.D., Eloise, Michigan 
Term expires 1942: Term expires 1941: 


F. Stanley Howe, Orange, New Jersey Frank Van Dyk, New York City 
A. J. Hockett, M.D., New Orleans, Louisiana 


E. A. van Steenwyk, Philadelphia, Pennsylvania 
Term expires 1943: 


Fraser D. Mooney, M.D., Buffalo, New York Term ape 1942: . eS 
Donald M. Morrill, M.D., Detroit, Michigan Lewis E. Jarrett, M.D., Richmond, Virginia 
John R. Mannix, Detroit, Michigan 
Council on Public Education Term expires 1943: 
Chairman: R. H. Bishop, Jr., M.D. Peter D. Ward, M.D., St. Paul, Minnesota 
Term expires 1941: R. F. Cahalane, Boston, Massachusetts 


Rev. Joseph S. O’Connell, New York City 
R. H. Bishop, Jr., M.D., Cleveland, Ohio 


mmittee on Hospital Preparedness 
Term expires 1942: on » - 





David McAlpin Pyle, New York City Winford H. Smith, M.D., Baltimore, Maryland, Chairman 
W. S. Rankin, M.D., Charlotte, North Carolina Claude W. Munger, M.D., New York City 
Term expires 1943: Frederic A. Washburn, M.D., Cambridge, Massachusetts 
Charles F. Wilinsky, M.D., Boston, Massachusetts Rt. Rev. Msgr. M. F. Griffin, Cleveland, Ohio 


George O’Hanlon, M.D., Jersey City, New Jersey B. W. Black, M.D., Oakland, California 
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A patient responds to cheerful service 





